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FOREWORD 


This bulletin has been prepared as a reference docu- 
ment for perdons interested in the broad picture of hospital 
services in Canada. It provides a comprehensive analysis of 
data on all types of hospitals and a detailed study of active 
and chronic treatment beds in Canada during the post-war years 
inecuaing Aarormar.onm on Ded tacllivies, personnel, utiliza- 
Cio one iT nanees tin Ceneral and aliktved special, hospital, “and 
a Giscussion of acute and chronic hospital bed requirements. 


3 


While originally prepared as a Chapter of the volume 
Canada’s Health Services, to be published in 1955 by the 
Research Division, it was believed that there would be 
SUrtweteny interest in tnis account of hospital services to 
cw y Ge separace publication as a bulletin for the 
Special Use “Op eOse AnNveres ved an nospital probleme in 
Canada. 


Data, tor this document were derived from provincial 
Negiumn SULVEY reports, publications ef the Dominion. Bureau 
Gr Stacistics and research carried on within the Diviston. 
Evovincieal mealth departments gave helpful assistance in 
SUDO ying supplementary data end in reviewing the Trirset 
Grete aot Une repore. “Thanks are also due to Dr. W. Douglas 
Prerecys Mx eCUmiVvemDLPeC lor Of the Canadian Hospical 
ASeociavrol, vo Ollicers of the Department of National 
Health and Welfare for their careful reading and helpful 
comments on the report, and to Mr. B. Bligshen of the 
Deminilon Bureau “Of OLalistics Tor his’ constant aid and 
edvice during the preparation of the manuscript. 


The report was prepared in the Health and Rehabilita- 
Gion Services Section of the Division by William A. Mennie. 


y eraar td Ahébarg, 
Jogeph iW. Willard, 


Director, fesearch and Statistics Ditvva-siour 
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HOSPITALS IN CANADA 


Hospitals today play an increasingly important role 
in medical practice and the provision of health services. 
Ranging from the small rural hospital to the Large medical 
and- teaching centre, the modern hospital is developing? inte 4 
basic institution in which are centred technical facilities 
for the promotion of health, the diagnosis and treatment of 
disease and the rehabilitation of the disabled. The growing 
Scope and complexity of hospital services have made the hos- 
Bivels one of the major industries of the nation. 


Although the emergence of the modern hospital as a 
major health agency is a development of the past hundred 
veers, there have been, hospitals. in Canada since the earliest 
Cem. Of eervulement os The: firsts hospitals was: the Hotel. Diew.of 
Quebec, opened over 300 years ago (1639) by a religious order. 
Other early hospitals were founded as shelters for the aged 
and infirm, orphans, vagrants and the maimed; as protection 
for the inhabitants of a community from communicable diseases 
and from the dangerously insane; and as emergency quarters 
to accommodate wounded and sick soldiers, sailors and marines 
during war time. 


During the latter part of the nineteenth century, the 
functions of hospitals changed radically from supplying merely 
Pood, shelver and, meagre imediealy cares tol speciad. croups to. the 
DGEOwrs Lom Of skilled medical and surgical attention and nurs= 
iencere: TO abil elements! of the, population. «Both patients 
Andsphystelans came, tosdepend imereasingly. upen, hospital 
services. Numerous new medical and surgical techniques, both 
Ulagnost nésandn tnerapeutd Cen required. -laborate.and, costly 
equipmentas,weldl as trained personnel which enly- hospitals 
could provide. Patients became more inclined to seek hospi- 
talization because overcrowding and other circumstances in 
many homes combined with a shortage of suitable trained help 
Lo Make ybomel Mirs ige.care jinprecticable. 


A gradual popular acceptance of hospitalization not 
Oui asters Nececsl Lye Woubs asian CesiOrt oly wretevence. inwiceager or 
Senlousy dd nessa expediteds hospital, crowths «During, the. present 
eCecnviurynmenercs dhaawbeen a phenomenal. inerease,d ne hospi va 
cae] | ieee’ wie hy have expanded, du Very. Meh) higher mate 
than the growth of population over the same period. At the 
turn of the century there were about 20,000 hospital beds‘\1 
or 3.8 beds per thousand population, whereas by the end of the 
year £953 Toul hospical beds of all kinds numbered about 
IW, OO0s ore lias beds per chousaend mopudations. 


hve expansion has been brought. about im, large measure 
Parouch the efforts.of many voluntary. organizations and, public- 
epurited: individuals. | The majoritm of Canadian hospitals; have 
been constructed and are operated by lay or religious groups 
deeply concerned with providing medical care for the sick and 
disabled. The voluntary non-profit hospital has been a 
characteristic feature of hospital organization in Canada. 


Governments, too, play an important role in hospital 
Mita. )~ Ureckitioneaddly,-docal, covernmente) haves been 
responsible for providing hospital care for resident indigernvs 
afd. peneral financial support. vo, Local hospitais.— More 
recently municipal authorities have become involved in local 
pilLeneingsos ada pitad.facdilt tiers then direct operation oul some 
hospitaies, and.dm seme cases; phe provision jor prepaid hospital 
@are toulocel residents. In turn, the, provinces.in,order to 
provide for a better distribution of hospital facial ycies and 
integration, of hospital services have developed central plann- 
ing activities. Increased provincial technical and financial 
assistance to hospitals for construction and maintenance is 
also provided and in some provinces prepaid hospital care 


a Based on census of Canada, 1901, Vol. IV, p. 35/7- 


\O 


a on'S 


programs are administered. The federal government provides : 
hospital care to certain groups, and since 1948 has made availa- 
ble grants-in-aid for hospital construction, the purchaseror 
special equipment and the training Om personnel.— Aldo levels 

of government are engaged ina concerted effort in coopera- 

tion with the hospitals to bring high quality hospital 

care to all sick and disabled Canadians requiring such 

services. 


eee: 


Canada had 1,285 hospitals and 169,922 hospital beds 
at the end of the year 1953. Beds set-up ineluded 02, T2OrNn 
general and allied special hospitals, 60,565 in mental insti- 
CULiones enee 1 (e237 Ma vubercul ests sanatordia. “Velinvary 68H = 
profit corporations, lay and religious, controlled 50 percent 
of all beds, government agencies operated 48 percent, and 
private or proprietary hospitals accounted for 2 percent. 


Expansion of auxiliary special Tacitities lass paral — 
leled the growth of hospital beds, thus enlarging thes=cope 
oc hospital service programs. | in 15s, 85 percent of public 
general and allied special hospitals maintained out-patient 
services, 85 percent had radiology facilities, and 79 per- 
een hed a ciiviceal laboratory. 


Hospital personnel numbered 128,485 in 1953 represent- 
ing about) 2 5Spercent: of the total Canedtan labour Goree. 
Increased numbers .of specialized workers are being employed, 
atid the’ overall ratio of personnel pert paw ven dave ac 
steadiiy rising. In the wear! 1953,° a00uw 2.95 persona were 
required’ each day Tor every patient: im geveral= and at lied 
special hospitals. 


The total volume of hospital care offall™ kinds 
reached about 56 million days in 1953, half of which were 
supplied by ceneral and allied speciaigtiormimail=a. 4 Upward 
trends’ in total days of care and hospital sdmaias1 ons asy well 
as ain days and admissions per’ unit of popularaom have con- 
tinued. “Days of care per thousand population ineeeneral and 
allied special hospitals, excluding Tederal ho opiraia., numbered 
1,558 in 1953; while admissions per thousand reached 135. 
More than 83 percent of all births cecurred an’ hospital and 
5l.> percent or ell deaths vook place’ faimocp a. 


The heavy demand for hospital care has- stimulated 
rapid expansion of hospital facilities designed for the treat- 
ment of acute conditions. Since 1948, overcrowding has been 
reduced, and more than 30,000 active treatment beds have been 
approved’ for construction under the Hospital Construction Grant. 
By 'the end of 1954, estimated acute rated! bed eapacity Ga The 
ten provinces, excluding federal hospitals, was 71,660 beds‘or 
4.7 beds per thousand population. Calculations based mainly 
on the findings of provincial health survey reports suggest 
an overall fequirement of 83,221 beds or 5.5 beds per thous- 
and population leaving a shortage of 11, 5619 Peds ec the end 
of 1954. This will be reduced considerably when a further 


(1) While this report presents broad dave relatine coro. 
types of hospitals, detailed analysis is lAmited' Fo 
general and allied epectal hospitals.’ lRer Geteq ted 
information on mental hospitals, see Mental Health 
pervices in Canada, Dept. of N.H. & W., Research 
Division, Memo No. 6, General Series, 1954. For 
detailed information on tuberculosis Sanavoria, Eee 
Tuberculosis Services in Canada, Dept. of N.H. & W., 
Research Division, Memo No. 11, General Series} S1955% 


- 3- 


7,843 beds, under construction early in 1955, have’ been com- 
pleved.” Additional eds wii be néeded, of ‘cours’, 'to réplace 
obsoleseent Tacllities and’ to meet population increases. 


Despite the increasing importance of chronic diseases’, 
chronic and convalescent hospital facilities remain seriously 
inadequate. While chronic beds have increased at a faster 
rate than acute beds since 1948, only 4,003 such beds have 
been “edded.. When beda under construction at) the end of 1954 
have been completed, chronic beds will number 11,764 which 
represents” less" tharr 5O- percent of an estimated total require- 
ment of 24,195 beds based mainly on the fandings ‘or provincial 
health survey committees. 


Mental hospital accommodation is also in short supply. 
Despite some progress during the past few years, overcrowding 
oT pavients remains a problem.  At’the erid“of the year 1954, 
Ssuimated rated bed capacity totalled 46,954 beds. “If a con- 
servative ratio of 5 beds per thousand population is applied, 
the estimated total requirement in 1954 would have been 75,840 
beds. On this basis, the overall shortage totalled almost 
Af oOo eds 5 “wie ke a iy Ga bede m@oproved ror constricEion 
numbered only 7,018.\1 


Bede set up in tuberculosis sanatoria and tuberculosis 
moose or general hospitals totalled 16,977 in 1953, and by 
tne Tollowing year the discharce rate was sufficient to enable 
MOcG Provinces to accommodate all new cases. There is every 
indtcation that when construction now in progress has been 
eompleted, the problem of supplying sanatoria beds will be 
largely met although some new construction may be necessary 
Iorcome areas “in the DuLure ve meet the needs ot = crowing 
population and to replace obsolete buildings. (2 


Federal hospitals provide services to the Armed Forces 
war veterans, Indians, Eskimos, immigrants and sick mariners. 
The 13,385 beds in operation in 1953 were generally sufficient 
bor weep -onese renpens bilities, alvnoush some further faciii= 
Lies were undoubtedly necessary in parvieular areas and to 
replace obsolescent beds. Federal beds included 9,974 
eperated by the Department of Veterans Affairs, 2,113 centrol- 
tea by the Directorate of Indian Health Services, 925 owned 
by «tne Department of National, Defence, and 3/3 maintained by 
the Quarantine, Immigration Medical and Sick Mariners Services. 


a 


Quantivative increases of hospital facilities must be 
accompanied by qualitative measures to integrate hospital 
services and improve standards of patient care. Leadership 
in planning, integration and standards comes from the Canadian 
Hospital Association, the Catholic Hospital Association of 
Canada and other professional associations in cooperation with 
government health departments. Provincial surveys and 
inspection activities, and voluntary hospital accreditation 
programs are designed to promote high quality hospital care. 
An important recent development is the formation of the 
Canadian Commission on Hospital Accreditation, a voluntary 
organization whose objective is to stimulate hospitals to 
Anprove pevient care. 


1 See also Mental Health Services in Canada. Dept. of 
N.H. & W., Research Division, Memo Now 6, General Series, 


1954. 


(2) See also Tuberculosis Services in Canada. Dept. of 
N.H. & W., Research Division, Memo No. ll, General 


Series, 1955. 
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Fundamental to all discussions of hospitals is the 
proviem of Financing hospital care, including capital costs 
and maintenance costs. Annual capital expenditures have 
risen from $22.3 million in Lous. eh eaLAer saan cna re ey, 
Capital funds deriving largely from philanthropic and munici- 
pelssources trileariver years, are today supplenented by 
substantial provincial and federal grants. The federal- 
provincial Hospital Construction Grant introduced in 1948 
hase» greatly stimulated the capital development of hospitals. 


Hospital operating costs have increased by leaps and 
bounds reaching an estimated overall total of $400 million in 
the year 1953, of which $273 million were expended by non- 
federal general and allied special hospitals. Methods of 
financimg these costes have been! changing; voluntary and 
Pubes presaps ynent) plansoarhetor inereasing SienifTicance. 
Laine yest 9536 Wheleaihimatcdsyore lo incone of inon-TederatL 
Seneral ands allied) special hospitals was distributed by 
source as follows: direct patient payments-38 percent, pro» 
yanedad | @overnmentses= <O/ percenta* voluntary prepayment plans = 
22 percent ,~municipal® governments ="6 percent, other sources - 
4 percent, federal government - 1’ percent. Four provinces 
have introduced public prepayment plans, while others provide 
maintenance grants and/or payments on behalf of indigent 
pavivents . 


adit 


1. Hospital Bed Facilities(2) 


Hospital beds of all types, including beds in mental 
hospitals and tuberculosis sanatoria, number 169,922 at the 
end of 1953, enough to accommodate 1.2 percent of the 
Canadian population on any particular day. This total is the 
product of tremendous expansion in recent years, illustrated 
below in Chart 1. Altogether, hospital beds increased by 
36,517 or 27 percent from the 133,405 beds set up for use in 
1946, as shown in Table 1. The growth of population over the 
same period has been somewhat less - an increment of about 
20 percent. Consequently, the number of beds per psbcgaty 
population has risen from 10.9 in 1946 to 11.5 in 1953. 


Study of hospital construction assisted by the 
federal-provincial Hospital Construction Grant introduced in 
1948, (3) shows that the number of hospital beds is continu- 
ing to increase. As indicated in Table 2, a total of 54,232 
patient beds ‘era been approved for construction up to Decem- 
ber 31, 1954, of which about 38,000 had been completed at 
that time. By adding 6,485 beds completed during 1954 and 
16,269 beds under construction or planned at the end of 1954 
to the 170,000 beds existing at the end of 1953, and by al- 
lowing for 10 percent of new construction to replace obsoles- 
cent beds, it may be estimated that hospital beds will number 
about 190,000 when currently planned construction has been 
completed, 


(1) The following section describes existing hospital bed 
facilities of all types. Acute general and special 
hospital beds and bed requirements (exclusive of Federal 
hospitals) are discussed later in Section 5 of this 
report, Chronic and convalescent beds and bed require- 
ments are discussed in Section 6. Federal hospital bed 
facilities are set out in Section 7. 


—— 
Ne) 
4 


With the exception of beds constructed under the 
Hospital Construction Grant, the hospital beds discussed 
in this section refer to the actual number of beds set 
up for use, sometimes termed the bed complement. This 
differs from rated bed capacity which represents the 
number of beds a hospital is designed to accommodate 
based on minimum standards of floor space per bed. 

Rated bed capacity is discussed further in Section 5 

of this report. 


(3) The provisions of the Hospital Construction Grant 
Program are set out in Section 9 of this report. 


(4) In addition to the 54,232 patient beds for adults and 
children, 6,648 bassinets and 8,084 nurses! beds had 
been approved for construction under the grant up to 
December 31, 1954. 
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CHART | 


BEDS SET UP IN CANADIAN HOSPITALS: BY CLASS OF HOSPITAL 
I946 TO 1953 


Thousands Thousands 
100 — 7 190 
90 General and Allied Special Hospitals =| 90 
80 =1- 50 
70 ee 
60 Mental Hospitals ue E 60 
50 oe eee 50 
40 40 
30 30 
20 20 
Tuberculosis Sanatoria se 
Vee at ye 
lo “i lo 
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1946 1947 1948 1949 1950 1951 1952 1953 


Source: Table | Research Division, Dept. of N.H.& W. 
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TABLE 2. BEDS APPROVED FOR CONSTRUCTION AND ESTIMATED BEDS COMPLETED 
UNDER THE HOSPITAL CONSTRUCTION GRANT PROGRAM: BY TYPE OF 
BED, MAY 1948 TO DECEMBER 31, 1954 


Beds Estimated Estimated Estimated 

Approved Beds Completed |Beds Completed Beds Approved 
to to During Calendar|But Not Completed 

Dec, 31, 1954|Dec. 31, 195342)| year 195442) |Dec. 31, 1954\2 


Type of Bed 


Active Treatment 30,481 


Chronic-Convalescent 


5,158 


Mental i 2 5s 


Tuberculosis 


SB pe = 


uEuL &. 


(a) Based on review of all hospital construction grant projects.‘ Completion 
dates estimated on basis of architect's certificate, or from other evidence 
in cases where final payment not yet made, 


All Patient Beds 


(b) Estimates not calculated, 


Source; Records of the Health Grants Administration, Department of National 
Health and Welfare. 


Types*or BedvFaciilities 


Hospitals today include general hospitals which accept 
patients suffering from a great variety of acute and chronic 
conditions, and allied special hospitals which have been de- 
veloped for specific -croups” such as the chronically ill, the 
convalescent, maternity patients, persons suffering from 
communicable diseases and the orthopaedically disabled. 

Other special types of hospitals exist for the care of .the 
tuberculous and the mentally ill. 


Of the 169,922 beds existing in 1953, general and 
allied special hospitals comprised 92,120 or more than one- 
half of the total as shown in Table 3 below; 60,565 or about 
36 percent of the beds were in mental hospitals and 17,237 
or about 10 percent Ti tuberculosis sanatoria. Initerms por 
population, there were 6.2 general and allied special beds per 
thousand persons, 4.1 mental hospital beds per thousand, and 1.2 
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tuberculosis sanatoria beds per thousand; this is shown in 
Chart 2. Comparable data for the continental United States 
in the year 1953, show an overall total of 1,573,000, nospi tar 
beds; 48 percent of these or 4.7 per thousand population were 
in mental hospitals, 47 percent or 4.6 per thousand were in 
general and allied special hospitals, and only 5 Leen or 
0.6 beds per thousand were in tuberculosis sanatoria. 1 


Beds in general and allied special hospitals may be 
classified in terms of the broad class of patients accommo- 
dated, Acute hospitals provide active treatment largely for 
patients with short-term diseases; such hospitals include 
general hospitals as well as special hospitals cr units for 
maternity, infectious diseases and other acute conditions. 
Chronic and convalescent hospitals or units provide special 
care under medical supervision for the long-term patient. 
Many chronic patients are located in private nursing homes or 
welfare institutions which are not recognized as hospitals by 
provanclal -autherities. 


Table 4 below shows the number of beds set up in all 
general and allied special hospitals in 1953 by type of bed. 
The majority of beds set up, 61,289 or 66.5 per cent, were 
providing general acute disease care, although undoubtedly 
some of these beds were regularly occupied by chronic and 
other special classes of patients. Special beds for maternity 
care numbered 10,312 or 11.2 percent of all beds; beds for 
treatment of communicable diseases numbering 2,236 represented 
2.4 percent of the beds. Only 9.9 percent of the hospital 
beds or 9,113 were set up specifically for chronic patients; 
an additional 1,858 beds were designed for patients requiring 
convalescent care. 


The placement of tuberculosis patients in general 
hospitals is a diminishing practice as the result of the 
development of sanatoria facilities; nevertheless, in 1953, 
1,274 beds in general and allied special hospitals were set 
aside for tuberculosis patients in tuberculosis units. 
Medical opinion now seems to favour the establishment of 
psychiatric units in general hospitals for short-term treat- 
ment, and increasing provision is being made for psychiatric 
patients. At. the end of 1953, psychiatric wards orvunits 
contained 660 beds, 0.7 percent of all beds. 


Most Canadian hospitals are public hospitals, operated 
on a non-profit basis and open to all patients regardless of 
ability to pay. While a substantial number of public hospi- 
tals are operated by provincial and municipal governments, 
the majority are owned by voluntary lay or religious corpo- 
rations. Hospitals operated by the federal government are 
limited to special groups in the population. Private or 
proprietary hospitals, which ordinarily restrict admissions 
to patients paying for the care provided, are fairly numer- 
ous but are small in size, 


Table 5 below shows the number of hospitals and 
hospital beds in 1953, classified by ownership, while Table 
6 shows public general and allied special hospitals and beds 
by ownership in the provinces. Although the largest number 
of hospitals were operated by lay voluntary corporations, 


ake Based on, "The Journal of the American Medical Associa- 
SHON eB VGL. 155,30. 3, p.. 257, Table D (Chicago. hbase 
May 15, 1954). 


LO} Ai 
~ 
nd 
Ny 


BY CLASS OF HOSPITAL,* 


CANADA AND PROVINCES, 1953 
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BEDS SET UP PER THOUSAND POPULATION 
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Research Division, Dept. 


Intercensal Population Estimates 


* Includes Federal Hospitals and Private Hospitals. Excludes Bassinets 
Table 3 and D.BS. 


Sources: 
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Table 5 shows that religious groups and provincial govern- 
ments controlled the largest number of beds. Calculated on 

a percentage basis, 29 percent of the beds were maintained 

by religious organizations; 29 percent by provincial govern- 
ments; 21 percent by lay voluntary corporations on a non- 
profit basis; 11 percent by municipal governments; eight 
percent by the federal government; and two percent by private- 
ly operated hospitals. 


Government Hospitals. Government agencies operated 
37 percent of all hospitals which included 48 percent of all 
hospital beds in 1953. The majority of the 79,660 beds 
maintained by governments were in mental hospitals. 


Provincial governments are particularly concerned 
with mental hospitals and tuberculosis sanatoria. The 41,099 
provincially maintained mental hospital beds were more than 
two-thirds of the total; provincial tuberculosis sanatoria 
included almost one-quarter of the total sanatoria beds. 
Three provinces operate large general hospitals serving as 
base hospital centres: the St. John's General Hospital in 
Newfoundland, the Victoria General Hospital, Halifax, and the 
University Hospital, Edmonton, The Newfoundland health 
department also operates a chain of cottage hospitals around 
the coastline, and the Saskatchewan health department adminis- 
ters a few outpost hospitals in the northern part of the 
province, 


Considerable numbers of local general hospitals are 
owned and operated by municipalities or groups of municipali- 
ties. Various urban communities have constructed large 
general hospitals and special hospitals for infectious 
diseases to meet pressing demands for hospital facilities, 

In rural areas, particularly in the Prairie provinces, muni- 
cipalities have banded together to erect small community 
hospitals. More than one-half of the general hospital in each 
of the provinces of Manitoba, Saskatchewan and Alberta are 
operated through such intermunicipal hospital districts. In 
Nova Scotia, most of the beds for mental patients are adminis- 
tered by local gcvernments., 


Federal hospitals for special groups are located in 
all provinces except Prince Edward Island and Newfoundland. 
These are operated for the armed services by the Department 
of National Defence; for war veterans by the Department of 
Veterans Affairs; for Indians and Eskimos by the Directorate 
of Indian Health Services, Department of National Health and 
Welfare; and for quarantined persons, immigrants, sick mari- 
ners and lepers by the Department of National Health and 
Welfare. Further discussion of federal hospital facilities 
may be found in Section 7 of this report. 


Voluntary Hospitals. Many of Canada's oldest and 
largest hospitals were launched and maintained through volun- 
tary action. Voluntary corporations, lay and religious still 
control about one-half the total of hospital beds, including 
the majority of general and allied Special hospitals and 
tuberculosis sanatoria. 


Hospitals administered by lay voluntary corporations 
provided 34,538 beds in 1953 and were located in all provinces, 
Lay hospital boards were most frequent in the province of 
Ontario where they administered nearly all the tuberculosis 
Sanatoria and 65 percent of the general and allied special 
hospitals; they also controlled a majority of general and 
allied special hospitals in Nova Scotia and British Columbia, 
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Religious groups, particularly orders within the 
Roman Catholic Church, administer -a large number of hospitals; 
beds numbered 47,847 in 1953. The highest proportion of 
hospitals under religious auspices are found in the province 
of Quebec and in the Northwest Territories, All provinces, 
however, have a substantial number of religious hospitals, 
many of which are of medium or large size, 


Private Hospitals. Private hospitals and nursing 
homes provide mainly maternity care and care of chronic 
iliness. Such hospitals are usually very small institutions 
averaging 23 beds per hospital in 1953. Although mainly 
operated by lay individuals or groups, some are administered 
by industrial establishments or religious groups. They are 
found in all provinces except Prince Edward Island, but are 
most frequent in Quebec, Ontario and British Columbia. 


(1 


Size of Hospitals 


The distribution of hospitals by size groups and the 
average size of hospital varies for different classes of 
institutions as illustrated in Table 7 below. Tuberculosis 
sanatoria and mental hospitals are usually largé in size; in 
1953, the average size of sandtoria was, 246 beds, while mental 
hospitals averaged 801 beds per institution. Other public 
special hospitals averaged 154 beds, and federal hospitals of 
all types had an average size of 214 beds. Private hospitals 
are much smaller, the average size being only 23 beds in 


38 


Public general hospitals may be large, medium or 
small in size depending upon population density and various 
ether -factors affecting the demand fort hospital. careiin each 
local area. While many existing hospitals have been enlarged 
considerably, a large number or smalr-hospitale~have-pbeen 
constructed in rural areas; the average size of public 
general hospitals increased from 95 beds in 1948 to 103 beds 
in 1953. Table 7 abso shows that while about one-half of all 
public general hospitals have from 25 to 99 beds, new hospi- 
tals constructed since 1948 are mainly under 25 beds in size 
or between 100 and 299 beds. 


Table 8 shows the provincial distribution of public 
general and allied special hospitals and hospital beds by 
size in 1953. Although relatively few in number, hospitals 
with 300 or more beds accounted for almost 40 percent of all 
beds thus reflecting the fact that modern scientific medical 
care can be supplied most efficiently in large institutions. 
The average size of hospital is highest in Quebec and Ontario 
where there are many large urban centres; it is lowest in 
Newfoundland and Saskatchewan where many small hospitals have 
been built to serve sparsely populated districts. 


(1) Hospital size is measured by "beds" which in this 
instance refer to beds, cribs and bassinets set up. 
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es | Auxiliary Special Facilities 


The modern hospital serves as a treatment centre for 
patients, and a traivting school for health personnel: “special 
equipment and facilities have multiplied with the progress of 
scientific and medical knowledge. The extent of auxiliary 
special facilities gives a rough measure of the scope. and 
quality of services available to the patient. Selected "basic" 
facilities in general and allied special hospitals are con- 
sidered Delow, 


The large number of special facilities considered 
essential for comprehensive hospital care range from radio- 
logy departments to facilities for electroencephalography. 
Services. developed over several decadés are likely to be 
found in the majority of hospitals, while newer or very ex- 
pensive Tacilities may be lamited to the larger ineties 
tions, Despite time lags between discovery and widespread 
application, the general trend is toward an increasing number 
of special facilities; in each hospital, 


Table 9 below demonstrates the expansion of three 
selected special facilities between the years 1948 and 1953. 
‘Hospitals with radiology facilities increased from 562 to 
692, the number of clinical laboratories rose from 35 to 
643, and hospitals with physiotherapy services increased from 
277 to 421 over this period, ; 


The thesis that special services are offered more 
frequently in the larger hospitals is generally supported by 
Table 10 which shows the percentage of hospitals in several 
size groups reporting special facilities in 1953. Apparently, 
however, some of the more specialized services such as 
physiotherapy, may be found even in the smallest hospitals, 
Cut-patient services are apparently as frequent among small 
as among large hospitals, On the other hand "basic" labora- 
tory and radiology facilities are still lacking in a few of 
the larger hospitals having more than 300 beds, (1) 


Data on the number and percentage of public general 
and allied special hospitals providing certain special 
services in 1953 are shown in Table 1l. Eighty-five percent 
of the hospitals maintained out-patient services and radiology 
facilities, 79 percent had clinical laboratories and 
anaesthesia, and 75 percent had facilities for oxygen therapy. 
Basal metabolism tests, physiotherapy, and electrocardiography 
were available in only about one-half of all reporting hospi- 
tals. Less than one-quarter of the hospitals reported den- 
tistry, pathology, organized blood donor services, occupational 
therapy and electroencephalography. 


(1) Such hospitals probably obtain laboratory and radiological 
services through arrangements with provincial health de- 
partments or other hospitals, 
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TABLE 11 - NUMBER AND PERCENTAGE OF PUBLIC GENERAL AND 
ALLIED SPECIAL HOSPITALS PROVIDING SELECTED 
SPECIAL SERVICES, 1953 


[——Yfumber | Percentage 
ype: fof] Servirce Providing Providing 
Service service 


Out-Patient Services 85 
Radiology 85 
Clinical: Laboratory 79 
Anaesthesia 79 
Oxygen Thera py 75 
Basal Metabolism Tests Sh 
Physiotherapy Department 52 
Electrocardiography 7 
Blood Bank 26 
Dentistry ely 
Pathology 19 
Organized Blood Donor 

services 1, 
Occupational Therapy 9 
Hlectroencephalography h 


Hospitals Reporting 


Somes ia Di. ByS « HeOspitalsstatistics,, 1953 » Vober , and 
unpublished data supplied by Dominion Bureau of 
Statistics. 


sie 
3. Hospital “Pergonred 


Personnel have always been the key to the operation 
of hospitals. In recent years, personnel problems have been 
acute in many fields of activity and unusueiiy prescing Tor 
hospitals, .The expansion of hospitals beds and the shorter 
work week have increased the demand for personnel of all types 
in the face of strong competition from business, industry and 


other forms of employment. 


Hospital personnel compose a significant segment of 
the total number of employed persons throughout the nation, 
and the size of theisegment’ is inecreas#ne yi iepile O22 helow 
shows that the total number of full-time hospital eeneriie 
increased from 95,333 in 1948 to 128,485 in 1953(1). These 
hospital employees represented about 2 percent of the total 
labour force in 1948 and 2.5 percent of the labour force in 


IPS « 


The rate of increase of personnel has exceeded the 
rate of growth of hospital beds. Between 198 and 1953 full- 
time personnel increased by 35 percent while hospital beds 
set up increased by 26 percent. This has been paralleled by 
an upward trend in the ratio of personnel per patient day of 
Care a5 illustrated Sin Pabiae 13%. 


Increases in the ratio of personnel to patient days 
may be partly caused by a shorter work week and the resultant 
need for more staff to undertake a given quantity of work. 
Data compiled by the Dominion Bureau of Statistics Suggest, 
however, that the average hours worked per patient day are 
also increasing, at least in public general and allied 
Special hospitals. In 1952, combined data on hours worked vi 
these hospitals yielded an average of 8.68 hours of work per 
patient day; in 1953, the "hour-day" rate had risen to ue 
for the same group of hospitals, (2 


It may be concluded that the overall Supply of hospi- 
tal personnel has more than kept pace with the growth of beds 
and the volume of patients under care. While the situation 
varies considerably for different classes of personnel and 
among different provinces, the general quantitative improvement 
appears to indicate that standards of patient care are being 
maintained and improved, However, as pointed out below, an 
undue proportion of inadequately trained personnel may still be 
employed in many hospitals, 


Distribution of Hospital Personnel 


Of 128,485 full-time hospital employees in 1953, 
90,302 were employed in general and allied special hospitals, 
17,48) were employed in mental hospitals, 10,005 worked in 
tuberculosis sanatoria and 10,69 were employees of federal 
hospitals, as shown in Table le. Not only were more people 
working in general and allied Special hospitals, but the ratio 
of full-time personnel per patient day was much higher than 


oe a non-reporting hospitals were included telat Puli time 
Personnel in 1953 would probably exceed 135,000. 


(2) Dominion Bureau of Dlatiet. eg. Hospital Statisties, 1953. 
Voi, 1.6 p. 6s. —s 


A) One 3uTI410dey ABAING UITVeH PUSTPUNOIMON WOAT peataszeq 


) 

‘Pepnjoxs sie s0uaejed Revere er Io 1usewyredeq \ 

eu} Aq pejeaedo sTeqtdsoH “€G6T ‘soT4stqeqds Teatdsoy pue gtr61 “STejTdsoH go jaodey Tenuuy ‘s‘q'q woay peataoeq (PD) 
ee aes Sie SsTeqyTdsoy [exzsues UT situn sTso[nozeqny 

PUe eTsOjevues [etoped “€G61 “soTasT4e1¢9 stsoTnoasqny, pue grel “suotyng74sur STSOTMOdogn i. “Sa q Wom PeATIoG (2) 

"€G6T “SOT4STIeIS UITeeH TeqjueW *s°q°d woury peataeq (q) 
*PSOPNTOUT sie sTe1rdsoy 

ojeaTad pue oTTqnd yi0q ~*€G6T panes Sadie Wea tdeex pue gr6Tt “*sTeqtTdsoH jo jazodey Tenuuy ‘s'd'qd wougy peatueg (e) 


| Sen‘g2r] 


Goo SOT OS! 9 VAVNVO 


uoOyN_ pue soTa 
-O1TdIa, YSomMyIZON 


| eee ee ee 


O 


etqunToo Ustitad 
eideqty 
uemMeyoreNses 
eqo Tue 
OT 1e4UO 
oaqeney 
YOTMsunag Mon 


e2T1009 eAON 


pueTST 
DLIEMPYT SOUTAg 


puelTpunoIMON 


STe4ItTdsoy T1y 


sTe4tdso 
ele H 


ee 
Terepeg 


sTPsoTNoISedny, 


(2) STestdsoy 
Tetoeds 
poTLT(Ty pue Terzsusep 


Sout AOgE 


€S61T GNY QvY6T “HONIAOUd AG ANY IVLIdSOH dO SSVIO AG 
*STViLIdSOH 'TIV NI GQHAOTHNH THNNOSYHd IVLIdSOH HWIL-TINd - ot AIGVa 


“SUOTIeTHOTeO 341 UT pepntTour you azom 
sousjod TCUOTIeN JO JUew{zedeq 9sy1 kag pejyededo steqitdsoH ‘steqtdsoyu STSOTNoOtZeqn}, BSutpntTout ‘steatdsoy 
Tedepes ut sjuetyed jo sequnu s¥eazsae KTTep au &q pe .zoder Teuuosued [e104 SUTPTATP Aq peuteyqo azem 


SOTJeY “EGET “SOT4ISTIeIS SsTeqTdsoH ‘s'g'q pue 2G61-QH6T “STeqTdsoH Jo sjaodey Tenuuy *“s*d'd wWouy paataaqg 


“pepnTout Jou siem sTeqytdsoy [ezsueS ut sytun Stso[TnoseqnL “eltaojeues Texepej-uou ut sauetaed jo 


Jequnu_eserieae ATtep 9ui kq poyazoda Teuuosszed [e104 SUTPTATDP Aq peuteiqo sraMm sot yey "6GOl Pearigsseac 
STSO[Netogn, “S°ad°d pue ZgS6T-gry6Ll “‘suoTinarisur SPSoTnorteqny, JO sizodey Tenuuy *9°q'q Word pSsAt.req 


‘adeok yoes jo pus suq ye Leytasoy up squeried jo adequnu sui Aq peqyrodad Tauuoszed SuT4-TTny Jo szequinu 
SU} SUTPTATp fq peuTeqyqo ozem sotyey ‘OT-hT “dd “€G6T “soT4STIe99 UQTeeH Tequen ‘s'g'q Wout PSATI9aq 


“squsetjyed Jo zequnu ATTep s8eaoae 2yui Aq peajyrodez Touuosuzad outj-jaed pue ewt4-TIny jo Teq04 oUt BUT 
-PTATp Aq pouteqjqo szem CG6T pue CG6T dOzJ soTiey “STeItTdsoy aqeatad pure oTTqnd ut ated Jepun squetied TO 
dequnu ATTep esereae 3yua Kkq paqauodoada Teuuosded [e104 Butptatp faq pouzteydo 819M TS6T 94 QY6T saeek aud a0oz 


Ssotjey “€G6T “‘sotastieqis Teqtdsoy ‘g‘g'q pue “2G6T-Qy6T *STeItTdsoyH jo sjzaodey Tenuuy "$’a'd wWory paeataseq 


“sq[npe pue ueap{Ttyo ‘suazoqmMeu sgepntTourt 


*“Teuuosisd auwt4-[[InJ se [Tom ge pejdoder azeym Tsuuoszed awti-aued Sopn [out 


Qt T 
Ge f 
QE°T 
Ge, 2b 
bef 
GS°T 


9) e@fa4o}eues - STeIEdsoH [equey (0) STeqytdsoy Tetoseds AIeoK 
TSsoTnNoseqny ) PeTTTV pue Teszduey 


\STeitdso etapa 
en Tey HL i pew ( 


€G6T OL Qgx6T “IVLIdSOH 40 SSVIO AG 
*SNATLVd 4O YAEWAN ATIVG SDVUSAV OL (¢) THANNOSUad a0 ODDLY = tl AIGVE 


( 
( 
( 


2) 
q) 


2) 


a eae 


for Other classes of Nospital, As shown in Table 13, it 
required 1.48 persons to provide the necessary service and 
care each day for every patient in general and allied special 
hospitals an 1953. The corresponding ratio for federal hos- 
piteis wae 109; ror vuberculésis sanatoria; Or fiend for 
mental hospitals 0.29. 


Comparison of personnel-patient day ratios among 
provinces in Table 1h indicates substantial differences for 
public gemeral and allied special hospitals. In 1953, the 
highest ratio was in Ontario - 1,72, followed closely by 
British Columbia - 1.67; the lowest ratio was in Newfoundland - 
1.17. With the exception of Quebec, there has been a trend 
toward higher ratios in all provinces since 19),8, 


Types of Personnel 


The numbers of various types of hospital personnel 

in public!general and.allied special hospitals in 1953 are 
shown in Table 15. The importance of nursing personnel is 
indicated) by ithe fact that 38,168 out-of 88. BSh, full-time 
Seort Were eyecaced in varicus forms of nursing activity, jot 
whom 17,401 were graduate nurses, 14,hh3 student nurses and 
6,644 nursing assistants, Other groups of technical personnel 
included 1,606 laboratory technicians, 1,062 radiology technicians, 
906 dieticians, 56) medical record librarians, 249 physiothera- 
pists, 185 social-service-workers. and 62 occupational therapists. 


Personnel Needs 


Despitewoveralimgains,“shortages of certain specific 
categories of professional and technical personnel undoubtedly 
Persist. ~Noghospiteal’ can operate withous a core of trained 
nurses?’ 1mcreasing responsibilities are being assigned te this 
essential group, ol.workers.,. During the past.20 years the 
Stpplymot; hospital nurses has improved considerably, ithe 
numbersof, begs per full-time graduate nurse in pubdli¢g hospitals 
having been. reduced from 10.0 in the year 1933 to 4.0 in MOBS pt te) 
Despite toe growth of hospital beds in recent years, |the;ratio 
of beds to nurses has remained rather stable since 1948. While 
(iis Ladpeates-general improvement, the situation varies ~among 
indLlylaual-—bnospiteads...andamone different classes of hospitals, 
Por “Sxanpte ,jthe shortage of nursing personnel in mentallnos= 
pitelstcombinues to be a problem. Statements made in provincial 
health survey reports in 1948 illustrate other kinds of personnel 
needed by Hospitals, Cntario found a shortage of speciaily 
trained personnel in various fields summarized as follows: 
régistered clinical laboratory technicians - 09, combined 
Labersvorny and x-ray technicians - «55, "registered x-ray 
technicians - 1060; trained dieticians - 89, trained medical 
records librarians - 103, registered pharmacists - he, 
physiotherapists - 96, combined occupational and physio 
therapists - 52,vregistered occupational therapists - 26 and 
social workers -.102.,(2) In Manitoba, the need was stated to 
be 3 patnmologists, 4 radiologists, 21 x=ray technicians 3 / 
Gieticians and 12 trained hospital administrators as well as 
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Based on D.B.S. Annual Reports of Hospitals, 1933-1953 
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Ontario, Health Survey Committee, Réport of the Ontario 
Health Survey Committee. Toronto: The Committee, 1951, 
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additional anaesthetists, medical social workers and phar- 
macists to provide services of approved standards.(1) 
Saskatchewan noted a special need for 3 registered labora- 
tory technicians, 39 "combined" laboratory and radiological 
technicians, and 19 radiological technicians. (2) 


Many provincial health survey reports emphasized 
that the proportion of inadequately trained personnel was too 
large. Since that time the federal Professional Training Grant, 
the Mental Health Grant, the Tuberculosis Control Grant, 
and other iweasures have been used to increase the supply of 
trained hospital personnel. Illustrative of the situation at 
the end of 1953 are statistics showing that in public general 
and allied special hospitals, only 66 percent of the social 
workers were qualified, 59 percent of the laboratory techni- 
cians were certified and 51 percent of the radiological 
technicians were registered. (3) 


The hospital personnel situation is complicated 
by employment opportunities outside hospitals, where techni- 
cal personnel may be offered higher wages and broader Oopportuni- 
ties. Since hospitals operate 2h hours a day and seven days a 
week, personnel are required to take their turn on various 
shifts, a situation which does not appeal to many workers, 
Such factors contribute to an extremely high turnover among 
Certain classes of hospital employees.and contribute in large 
measure to the high cost of hospital care, since hospitals 
have been forced to increase salaries and reduce working hours 
to compete with other sources of employment. (J,) 


(4) Manitoba, Advisory Health Survey Committee, An Abridge- 


ment of the Manitoba Health Survey Report Winni : 
I ttn survey p peg: 
Queen's Printer, 1953, Appendix: AVI . 


e) Saskatchewan, Health Survey Committee, Saskatchewan 
Health Survey Report. II. Hospital Survey and Master 
Plan. Regina: The Committeee, 1951, pp. 15-18. 


(3) Based on Dominion Bureau of Statistic i 
S Hospital 
Statiatdes, Vel. —, p, 6h, a 


(4) Costs Of hospital care are discussed Later inp Section 16 
of this report, 


= Oy = 
Mo UStiivetton of Hospitals 


The total volume of hospital care provided by all 
types of Canadian hospitals has been increasing Ssveadiiy ror 
many years. By 1953, as shown in Table 16 below, approximate- 
ly 56 million days of hospital care of all kinds were provided 
annually to Canadians. This represented 3.8 days of care per 
year for each man, woven, @hd child in thé nation, or in 
other words, for each hundred days lived by Canadians, about 
one, Cavymuwac.apeno im 2 hospival bed. 


IUStevestitieved hay dahout 260 million days of care 


Were Supplied im. 1955 ain generebvend-alited-spectal—hosprtahe- 
Distriputicn or these days. by category of hospital was: 

public general hospitals (adults and children) - 18.0 million 
public general hospitals (newborns) ae? mil Tien 
pubITe, Specetal hospitais (adultes land=chtldren) «= 3.0 millien 
public special hospitals (newborns) mes Os 2 amie i on 
Private siosiite Ls ee te OM 
federal hospitals = 2.16 Mullion 
CUDerCILIOSLS Unats Stes fe aS loc a 
PevyCuisuric Unite S Oy eas 


Psychiatric patience mecounted ior cea mibiton days 36 
Cane IMnclugine 21.6,m flion Mn nen-federal wentar hospitals: 
Oy mia ioneinetederad sment atl ae Cee end (Ops Gall) LOM vied 
pPSyYChratriG Units, of general hospitals. ‘1 TUBSBCU MOS TS. Beige 
bed a “combined, total or about 6.4 milliton Patience days) inciudi 
bees il liom inamon=rederal sanetveria, On 7 milivon in: federes: 
semavoruan and 40.5 million sim tuberculosis. unite of seneral 
hospi tavss 


Fabient Movement = General and Allied Special Gospatals 


Turning now to an examination of patient movement in 
Senecrad sind olixed s0cCeial. bos wl hals,.exeluiaies ol .rederal 
hop oiuawom wera Nos plea be “end tuberculosis Ssaner ora, 
Celie. rend. 1n the patvern vol ubit@izetion over he toast 
few weaks. cad We, diecemied. 9 The madespread” purchase of nog 
DeLee Datroamce sad Che chaning icheracrerrs tics “ot” heen tat 
Cage have vev rdewrly sutmula tederprowthn 1m-the vohume of 
Hoepital care Partyot the. inerease, may~be taeLriloured to pop= 
Ur On “Sho Ee. tout. Com BeSU CS tLromete higher soiime mi. Care 
per tits of popudavions 


Admissions and Days of Care Total hospital admission 
he ves rasen trom 1.3emititonin 1946 to about 2 millienjin 1953 
as shown an. Table 17; the averare annual tncrement hasbeen 
about 100,000 Admissions per thoussna population cCaleulated 
in Table 18 have increased each year, moving from 106 per 
Gieisone. in. -946, ton Les, pee choudand, ame 10535 this aus 4 <n per 
Cenc merease.”' Thestréend in admisston=population ravlos, in 
ea che province. is- illustrated eraphicelly in Chart 2s. Avi the 
present time, there is more than one admission a year to 
general and allied epecisl hospitals for every ‘eight persons i 
ine? Ge OUD ey 


Days Jor Care Tor soulte and ehilinen ta general jand 
allied special hospitals have been increasing by about one 
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million days each yéar rising from 16.6 million in 1946 to about 


Perit ton i 1953 2g indicated in. Tabie 19. Over whe jsame 
period, days of care per thousand Hope leat Lon have increased by 
14 percent from 1,371 to 1,553 days per thousand as shown in 
Tepe 20." Whe trend An each. province is illustrated in Chart 


Gi} ufor. further intormeatiom on the movement of Se ean ieee 
patients, see Mental Health Services in Canada. Dept. anos 


NaH. tow Res earen Division, Memo. No. 6, General Series 
1954. 
(2) For further information on the movement of tuberculosis 
| patients gee Tuberculosis Services in Canada, Dept. of 


yt 


3 


N.H. & W., Research Division, Memo. No. li, General peries, 


1955. 
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CHART 3. 


ESTIMATED ADMISSIONS TO GENERAL AND ALLIED 
SPECIAL HOSPITALS PER THOUSAND POPULATION: 
BY PROVINCE,* 1946 TO 1953 
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* Includes Private Hospitals. Excludes all Newfoundland Hospitals, Federal Hospitals and all Newborn Admissions 


Source: Table 18 and D.B.S. Annual Reports of Hospitals, 1947 and 1949 gahoa bhaDinteig natin aha eter 
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CHART 4 


ESTIMATED DAYS OF CARE IN GENERAL AND ALLIED 
SPECIAL HOSPITALS PER THOUSAND POPULATION: 
BY PROVINCE,* 1946 TO 1953 


Days of Care 
Per Thousand 
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* Includes Private Hospitals. Excludes all Newfoundland Hospitals, Federal Hospitals and all Newborn Days of Care 


Source: Table 20 and D.B.S. Annual Reports of Hospitals, 1947 and 1949 Research Division, Dept. of N.H.& W. 
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Reference to Charts 3 and 4 shows that overall 
admission-population rates and patient day-population rates 
have been climbing each year since 1946. These trends have 
pergileied improvements in the hospital bed situation 
Deserves Clisewlere im peculons 5 and 6 of thie Ppepore. 
Since 1950, however, the rate of increase in the patient 
day-population rate has been slowing down. 


average Length of Stay. Hospital utilization is 
aLiecTedrhy—vhe™averacelenetn“or-~stey,,- whieh -vartes-greet ly 


among Gitrerens types of hospival and hospitals of different 
size. Special hospitals for chronic diseases, convalescent 
and, Orthepacdic petviente have muchy longer average Lengths of 
Stay thaw general hospitals concerned mainly with acute 
Cgedsce. Among public general hospitals, length of Stay fis 
Hognect ai dorge hospiveals; in 1955, average Length of stay of 
Seretevurene by size of hospival varied from 7.3 daye in hespi- 
Gales of I ry 24 beds to 13.5 days in hospitals having 500 or 
more bede. 9) While considerable variations among provinces 
Way ber neted an Table 21, the national average lLeneth of stay 
in 2s pub live eenera li hospivals has remamned at about 10> days 
pee separation aver the past, few years. 


Bed Occupancy. The exvent to which hospital Sesh) aa 
gem by Becienre ie measured by The bed occupancy rate. \=/ 
Since potential bed days can never be fully utilized because 
ofmene need te reserve Bpace and, keep beds avaiiebie for 
Cwereenctess,, Ghe averagespercenvage: oecupancy, based om beds seu 
Ups aiveaya pe less than lOO. pencenc..> Normal oecupancy 
Veues Vary according to size and typetor hospitad. Smad hos- 
Dieta lbewavueueliy heve Lower oecupancy races vhat large hospitals. 
andy lone=svay ~nosplvels have higher occupancy rates then shoru-= 
Stay acuve-didease-hosproeaiss 


The average percentage occupancy of all public general 
hogeitels based om beds set up has remained relatively constant 
since 1946, varying from 74.5 percent to 77-6 percent as shown 
fitabteseer Chances that. have-oceurred andsdifierenees 
between provinces depend on numerous factors ancluding varia- 
tion wiecrhne proportion of Nospitals of diiterent size and 
Varrataons 1M fche demand for Hospital ¢are. Tabie 23 shows 
average percentage occupancy of groups of hospitals classified 
acGording Lo ale ) demonstrating Lie ietener cCcupaticyaraves: Of 
large hospitals. ay 


Dominion Bureau of Statistics, Hospital Statistics, 1953, 
Wish. Wlsnadie OO). 

(2)s The bed occupancy rate is equal to the average detly census 
of patients divided by the number of beds set up or the 
rated bed capacity. Average percentage occupancy is equal 
tos che occupancy rave times 100. 

(3) Average percentage occupancy in Table 22 is based on days 
of adults and children in relation to beds and cribs set 
up. Average percentage occupancy in Table 23 is based on 

days of adults, children and newborns in relation to beds, 

Cribs and bassinets set up» 
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Births and Deaths in Hospital. Further evidence of 
the increasing demand for hospital services is indicated by 
data on the proportion of births and deaths occurring in 
hospital. Table 24 shows that 83.4 percent of all births 
occurred in hospital in 1953, a large increase from 67.6 per- 
cent in 1946, and a tremendous change from 17.8 percent 
reported in 1926. + Table 25 shows that 25 percent of all 
deaths occurred inwhespital im 1926;o1n91946 the figure- had 
risen to 46 percent; in 1953, 51.5 percent of all deaths took 
piace in hospital. 


Utes ea ca on or Hospitals - by -<Provinee 


Patterns of hospital utilization vary greatly between 
the provinces. Generally speaking, the per capita volume of 
hospital care provided in the three most western provinces is 
higher than the Canadian average. The provinces of Manitoba 
and Ontario tend to be similar to the average Canadian 
pattern of utilization while Quebec and the Atlantic provinces 
provide a somewhat lower volume of hospital care. Some of the 
factors affecting these variations betwéen provinces and 
trends since 1946 are discussed below. 


Newfoundland. In Newfoundland, a low bed-population 
baglos od scarcered-popliatmon. transporpatilen Cifficulties., 
anc low Gash incomes iheve diminmed=-the errective demand or 
nNosepital care. 7O0n the other Wand, the cottage hospital sehene 
of prepaid hospital_insurance has.madée hospital care-available 
tOmiany tsolated areas’. 


Date Oo jie Uvllization Of Hospital semvi ces 
ae aes are available only for the years 1948 1) and 
1953\¢).. Patient days increased from 354,644 in 1948 to 
478,906 tn 1953 movine--from-1-,030-to-b, 250--days.-of-hespital 
eare per. thousand population. Admissions of adults and 
childrens rose. from23,977 to 31,623, 40r from 79 te 83 admis- 
sions per thousand population. While the dadmission=popula= 
tien rate remains the Powest mm Canada ,ecdays of care? per 
Gapite ere wow highen than dn the ether Atlantic provinces, 
because of a high average length of stay. 


Prince Hdward Island. The days of care provided per 
thousand population and admissions per thousand population 
have been consistently lower in Prince Edward Island than in 
Canada as a whole. The average length of stay of separations 
ja higher than im-most—-other—-provinces, but-average_percentage 
occupancy as Ghe lowestecdin Wanada.. The steadily increasing 
proportion of births and deaths taking place in hospital 
indicates a growing demand for hospitalization. 


Nova scotia. | While total admissions have increased 
each year in Nova Scotia, -totar days or ~care~have- deeiined 
Since 1951; admissions have reached 120 per thousand popula- 
tion, while days of care have averaged about 1,200 per 
thousand population over the past three years. As in the 
other Atlantic provinces hospital utilization has remained 
generally lower than the average for Canada as a whole. There 
has been a gradual increase in the proportion of births and ees 


ee ee ee ee eS ae ae 


(1) Based on Newfoundland Health Survey Report. 


(2) Based on Dominion Bureau of Statistics, Hospital Statis- 
tics, 1953, Vol. I. 
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deaths occurring in-hospital. Nova Scotia has been consis - 
tently higher than the Canadian average with respect to births 
in hospital, and lower than the average with regard to deaths 
ity NOSpiCal. 


New Brunswick. New Brunswick has recorded a notable 
increase in total days of care_and total hospital admissions 
between 1946 and 1951, with some decline since thay time: 
Although days of care per thousand population in each of these 
years have remained well below the Canadian average, admis- 
Sions per thousand populatiom have been higher than the 
average Canadian rate. As indicated in Table 21, @ Vow 
average length of stay in New Brunswick public general hospi- 
tals has enabled a great expansion of admissions to hospital 
without a corpespondimg increase in the days of care provided. 
Despite high rates of admission New Brunswick is somewhat 
below the Canadian avérage with respect. to the proportion of 
births and deaths occurring in hospital, alvhough @ steany 
upward trend is evident. 


Quebec. In Quebec, there has been a considerable 
increase in total days of care and in admissions over the 
period under discussion. Despite a rapidly growing popula- 
tion, both days of care and admissions per.thousand population 
have steadily dacreased....Days_of care pravided per thousand 
population are slightly below the average for Canada as a 
whole, while admissions to hospitals per thousand are lower 
than in any other province except Newfoundland. The average 
length of stay in Quebec has remained high so that a larger 
number of days of hospital care are provided for each person 
discharged than in most other provinces. The perventage of 
total births in hospital has increased rapidly from 36 in 
1946 to 60 in 1953, but remains the lowest of nine provinces; 
the percentage of deaths in hospital as also well below the 
Canadian average. 


Ontarios—The pattern .of. hospital otiligation itn 
Ontario parallels quite closely the average pattern for 
Canada as a whole. There has been a steady increase both in 
total days of care and in total admissions, as well as 
increases per unit of population. The average length of stay 
in Ontario has remained at about ten days per hospital 
separation. The proportion of deaths taking place in hospi- 
tal has been slightly higher than in Canada as a whole 
reaching 52.2 percent in 1953. A very high proporgion of 
births takes place in hospitals, in 1953 amounting to more 
than 95 percent. 


Manitoba. In Manitoba, admissions to hospital have 
increased considerably year by year and the rate of admission 
per thousand population has also increased and is above the 
average for Canada as in the other three western provinces. 
Days of care per thousand population also exceed the 
Canadian average, but to a lesser extent because of a remarka- 
bly low average length of Stay of separations. While the 
average length of stay in public general hospitals was as low 
as 9.6 days per separation in 1946, it had fallen to 8.5 days 
in 1953. Utilization as measured by the Droportsog of births 
and deaths occurring in hospital has shown a steady increase 
in Manitoba, and rates are well above the Canadian average. 


Saskatchewan. Since the introduction of the 
Saskatchewan Hospital Services Plan in 1946, there has been 
a very considerable increase in days of care and admissions 
per thousand populstion in the province; since 1948, these 
have been the highest in Canada. There was more than 


Ce 


one fednissiton Tor evens ve persons 1p She province in 1953, 
and two days of general hospital care for each person in the 
province were provided. In contrast to the General trend in 
Canada” the-everage length of stay has’ increased slightly in 
eaerevenewan. he percentage of births océurring ain hospital 
is Very Mien Y-more thane 96 percent an 1953. Despite the 
rural nature of the province the percentage of deaths 
occurring sin hospltals- hae been the Titehest in Canada since 
eae cee the remarkable figure of 71.4 percent’ in 

a ee 


Alberta.. in Alperta, adniisetlons: to“hospitel and days 
of care per thousand population in 1946 were among the 
highest in Canada. There have been substantial increases in 


total volume of days of care and admissions between 1946 and 
Bo, Ur eeCause Or Une rapid aanereas ine popmilavnton, and 
cece Senet of isvayWaye ot (cere per thousand popula 
im Oar avie increased motay Silieatiy = Bamissions one the other 
nang Weve tineresseot considerably when measured an werns of 
(oOpu lav on, reaching 104. per Shousand! population in 12953. ~The 
nea irave- "or admission Tr Alberva ws wade possible by a 
remarkably Lowraveragte “eneth or svay in hospival;: Tu wasothe 
lowest in Canada from the years 1948 to 1950. Free hospital- 
IMac row 1 Or Mavernicy Nas, enabled more than 90 percent of 
births to occur in hospital in each year between 1946 and 
>a. WhelervcenvaceS of Geaths taking: plece dn hospitals tas 
risen steadily, reaching 64.4 percent in 1953. 


Drie Colma. “Hospital Uiiimear ton Im British 
GOGinipires we Se alr San vise. an ad ei lewels priiom Vorcne Ittiroducti on 
of the British Columbia Hospital Insurance Service in 1949. 
Data for 1949-1953 show a great increase in utilization. In 
lO be oayoe Cle Care perm thousand population weres second 
honest. im Canada and Jedmimeions. were: the: titird hiehest..oThe 
percentage ol births. ain thospital in Brivish Columbia wes at a 
cee ciceibac huey aievel even (pedor Colne?) LaLmoductinmormpre= 
bale Hospucal insurance. It-has remeumed’ thet highness rave in 
Canada each year, reaching a record breaking 97.6 percent in 
1953% The percentage of deaths occurring anmnhospive. in 
Brigish Columbia seems to have stabilized at about 60 percent. 


et) 


The utilization experience of the Saskatchewan Hospital 
Services Plan and the Britisrm Columbia Hospital Insurance 
Service OTiter somewhat from the eerieral piccure Torveach 
province. See Selected Public Hospital and Medical Plans 
jn canada, Dept. of Net: @ We, Research Division, Mento. 
Noes Social SecuriTy oeries, —l 955 
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5.1, Acute, Hospital Beds 


Growth in. the, volume of, hospital serwice, required. bythe 
popplation: has: been, accompanied. by substantial, increases; Lm, aie 
supply of acute general and special hospital beds. Data presented 
below show that acute rated bed capacity in the ten provinces increased 
from 53,657.in 1948 to about 71,660 in the year 1954. Calculations 
based mainly on the findings of provincial health survey reports 
applied to the year 1954 indicate an over-all requirement of 83,221 
beds leaving an estimated shortage of 11,561 beds at the end of 1954. 
This shortage will be reduced considerably when a further 7,843 beds, 
undernconstruction. early dim JO55.. arewactiue lly in. Uses 


Expansion of Acute Beds Since 1948 


From 1948, when the Hospital Construction Grant program was 
launched to December 31, 1954, 30,481 active treatment beds had been 
approved for construction as set out in Table 26 below. Beds com- 
pleted nuppenhy 18,352 up to the end of 1953, and 22,638 up to the 
end of 1954. In terms of population, Table 27. shows that. rated 
bed capacity increased from 4.1 beds per thousand persons in 1948 to 
4.6 beds per thousand in 1953. It-is estimated that the bed-popula- 
tion ratio reached 4.7 in 1954, without allowing for the replacement 
of obsolete beds. If additional beds planned or under construction 
at the end of 1954 were already completed, the over-all bed-popula- 
tion ratio would reach 5.2; however, population increases and abandon- 
ment of obsolete beds will reduce this ratio by the time the beds are 
actually completed. 


Acute bed-population ratios continue to vary Widely between 
provinces with the highest ratios obtaining in Prince Edward Island 
and the three western provinces of Saskatchewan, Alberta and British 
Columbia. At the end of 1954, estimated acute rated bed capacity 
per thousand population was as follows: Alberta - 6.4, Saskatchewan - 
6.4, Prince Edward Island - 6.1, British Columbia - 5 «Qse Manitoba - 
4.7, Nova Scotia - 4.7, Ontario - 4.5, New Brunswick - 4.1, Quebec - 
4.1, and Newfoundland - 3.1. 


Extent of Overcrowding 


One yardstick of the general need for more hospital facili- 
ties is the extent of overcrowding in existing hospitals. This can 
be measured in approximate terms by comparing beds set up with rated 
bed capacity. The: rated bed|icapacity of a hospital represents the 
number of beds the'hospital'is designed to accommodate based on 


en ee ee ee eee 
(iL) Estimates of beds completed are derived from a complete review 
of’ hospital projects under the Hospital Construction Grant. 
In doubtful cases, the year of completion was estimated by 
comparing file data with information contained in the DB's 
List of Hospitals and the Canadian Hospital Association 


Directory of Hospitals for various years. 
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minimum standards of floor space per bed.(1) The actual number of 
beds set up from day to day is frequently more sometimes less than 
the rated capacity. 


The relationship of beds set up to rated bed capacity at 
the end of the years 1948 and 1953 is shown in Table 28. It may 
be calculated from this table that the excess of beds set up over 
rated capacity was reduced from 6,138 in the year 1948 to 4,192 in 
the year 1953. For each 100 rated beds, approximately 115 beds 
were set up for service to inpatients in 1948, and 108 beds were 
Set up in 2953. (2 


Acute Hospital Bed Needs 


The calculation of hospital bed reguirements is a formidable 
problem which involves consideration of a wide variety of factors 
affecting patterns of hospital usage. Some of these factors are 
the size and density of the population to be served, age distribu- 
LON, Dirch and|death rates, the prevalence of sickness,. the availa= 
bidaty of health personnel, the average length of stay in hospital, 
the availability of home care facilities, customs of hospital usage 
by the community and by the medical profession, and economic factors 
ineluding arrangements for meeting the costs of care. Since condi- 
tions affecting these factors change over time, periodic review of 
bed requirements is necessary. 


it. is important te recognize, too; thats the application) of 
various bed-population ratios on a province-wide basis may conceal 
Veriatious an the adequacy of |facilities within a province.) Patterns 
of hospital usage and resultant bed needs vary considerably among 
different local areas. Moreover, even though the overall bed-popu- 
lation ratio may appear to be satisfactory, certain areas may have 
more facilities than are required while others lack sufficient beds. 


a 


Total acute hospital bed requirements have been estimated as 
far as possible on the basis of studies made in provincial health 
survey reports for the year 1940. Actually, only five provinces 
established bed objectives to be reached over a period of years; 
four other provinces indicated a desirable bed-population ratio which 
eould be applied to the population of the province in any particular 


Ga") Rated bed capacity is: caleulated in accordance with federal 
standards in most provinces, although the application of these 
standards way. be :less;ricorous im some than in others. 


Federal standards used for calculating payments under the 
Hospital Construction Grant provide a minimum of 80 square 
feet per adult bed (100 square feet in a private room) ; :50 
square feet per child's crib (80 square feet in a private 
room); and 20 square feet for a bassinet in a nursery. Rated 
bed capacity reported to the Dominion Bureau of Statistics is 
based on similar federal standards except where provincial hospital 
standards are greater in which case provincial standards are used. 


In the past, many hospitals have equated bed capacity with beds 
set up; chave counted. bassinets as part of total capacity; op 
have fatled to report changes occasioned by internal rearrange- 
ment of beds. While reporting of rated bed capacity to the 
Dominion Bureau of Statistics has improved considerably in 1952 
and 1953, earlier data are generally unreliable. Consequently, 
figures for 1948 in accompanying tables are based mainly on 
provincial health survey reports, while figures for 1953 are 
based mainly on Dominion Bureau of Statistics reports except 
where data from other sources have heen considered to be more 


accurate. 


(2) These figures exclude the province of Quebec for which 
accurate data on rated bed capacity were not available. 
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year; one province did. not.analvyse ped requirements,  Despiiee ce 
different approaches used by provincial survey committees, each 
provincial study reflects special conditions peculiar to the pro- 
vinee. Consequently, an effort has been made to adapt provincial 
health survey findings to the situation existing at the end of 1954, 
rather than estimating current requirements by applying some uni- 
form ratio such as 5 beds per 1,000 population torzall provinces. 


To estimate total requirements at the end of 1954, it is 
assumed the bed objectives of provincial planning in Nova Scotia 
(3,578 beds), New Brunswick (3,055 beds), Manitoba (4,512 beds) and 
Saskatchewan (6,225 beds) were valid for several years and could be 
applied without change to the year 1954. The province of Ontario 
established a bed objective of 25,641 beds applicable specifically 
to the year 1954. In British Columbia a bed requirement of 8,069 
beds or 6.7 beds per 1,000 population was set for the year 1951; 
this bed-population ratio of 6.7 has been projected to the year 
1954. Alberta recommended a bed-population ratio of 7 beds per 
1,000 population, while Quebec and Newfoundland mentioned 5 beds 
per 1,000 population; these ratios have been applied to the esti- 
mated provincial populations in 1954. In the absence of other 
information from Prince Edward Island, a-ratio of 5 beds per 1, 00G 
population has been arbitrarily selected for this province. 


Altogether, as shown in Table 29, estimated acute hospital bed 
requirements totalled 83,221 beds at the end of 1954 -- an over-all 
bed-population ratio of 5.5 beds per 1,000 population. In general, 
over-all bed requirements are highest in Saskatchewan, Alberta and 
British Columbia, where prepayment hospital care plans are in opera- 
tion, and the per capita volume of hospital care is higher than in 
Other provinces. Another important factor is the extent to which 
alternative special facilities are available for chronic patients. 
Thus, for example, Ontario's relatively low level of acute bed re- 
quirements in relation to population (5 beds per 1,000 population) 
may be attributed.partly to the fact that many chronic patients are 
cared for in chronic hospitals or chronic units of seneral hospitals; 
on the other hand, Saskatchewan and Alberta with higher acute bed 
requirements (7.5 and 7 beds per 1,000 respectively) have very few 
Separate beds for chronic patients. (1) 


Comparison of estimated total bed requirements with existing 
rated bed capacity in Table 29 shows that total requirements 
increased from 69,457 in 1948 to 83,221 in 1954, while existing 
rated bed capacity rose from 53,657 to 71,660 over the same period. 
Thus, the estimated over-all bed Shortage was reduced from 15,890 
to 11,561 beds. Beds approved for construction but not yet completed 
by December 31, 1954 numbered (Pie? Excluding consideration of 
further population increases and abandonment of obsolescent beds, 
Table 29 indicates that five provinces will have a sufficient or 
nearly sufficient total number of acute beds when current construc- 
tion has been completed. 


It should be remembered, however, that future bed require- 
ments ave NOL. static Wwbat Wilt change both in relation to an expand- 
ing population and future demand for hospital care. If the current 
requirement of 5.5 beds per 1,000 population is projected into the 
future, and an annual population increase of 400,000 a year is assumed, 
Canada will need 2,200 new beds each year apart from beds needed to 
replace obsolescent facilities. Furthermore, if upward trends in the 
per capita volume of hospital care continue, additional beds will be 
needed to meet the increased pressure ‘on facilities. 


(2) The chronic-convalescent hospital bed situation Le 
discussed in Section 6 following. 
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Acute Hospital Bed Needs: by Province 


Methods of determining acute hospital bed needs used by 
provincial health survey committees and the present hospital bed 
situation in each province are briefly discussed in the following 
paragraphs. 


Three basic methods, with variations, were used to 
estimate total bed requirements. Somé health survey committees 
merely quoted standards proposed by various authorities based on 
the provision of a specified number of beds per thousand popula- 
tion. Others used the bed-death ratio based on the stable rela- 
tionship existing between the number of deaths in hospital and the 
total number of days of hospital service provided.(2) A thira 
approach was the utilization method, which simply projects current 
patterns er trendsior hospital utilization into the future and 
relates them to population estimates. 


Newfoundland. The Newfoundland Health Survey Committee 
recommended 5 beds a hal chen population as a desirable ratio 
for active treatment beds.\O Ushnee Lins. Palvole Tape 2ees hows 
that the bed shortage increased from 623 in 1948 to 755 in 1954. 
Even »when the 97 beds under construction at the end of 1954 have 
been completed, the bed shortage will remain as great as in 1948. 
Bed increases are keeping pace with population growth, but are 
motpeurracientolosimprovensubstantaally the. bed=population ratio 
eteabout Salvbeds pera 1, COOy population? 


Prince Edward Island. Prince Edward Island had about 6 
acute beds per thousand population in 1954, and appears to be in 
a favourable situation. Few additional beds were being planned. 


Nova Scotia. Tne Nova Scotia Health Survey Committee calcu- 
lated active treatment bed requirements on the basis of population 
andsahkhsowon tthe Sbasissorfomaternity needs and the bed-death ratio. 

On the basis of the 1948 population and a ratio of five beds per 
thousand the total immediate requirement in 1948 was 3,175 beds. 
The.total bed requirement based on maternity heeds and the bed=-death 


(1) It should be emphasized that conditions may have changed 
considerably -since provincial health surveys were conducted 
in 1948. Data presented here on bed requirements and bed 
shortages do not necessarily reflect current thinking in 
each province. Nevertheless, reference to Table 29, Columns 
6 and 7 shows that in most provinces, the number of beds 
being constructed coincides fairly closely with the number of 
beds needed as determined by applying provincial health sur- 
vey findings to the year 1954. 

(2) The bed-death formula, developed originally bythe United 
States Commission on Hospital Care, is based on the discovery 
Sietrimeinemun tod "States “the -pupite “uses about “250 days oT, 
general hospital care for each death occurring in hospital; 
in other words, for each death occurring in hospital seven- 
tenths of a bed is used for one year. By estimating the number 
ofdlestis texpected! to occur’ in hospitvaly at “is possible to 
Sot imate tne ctotal days of hospital tcare’ required “during the 
period of time under consideration. 

(3) Newfoundland, Health Survey Committee, Newfoundland Health 
Survey Report, 1955, p. Ta 

(4) Nova Scotia, Health Survey Committee, Report on the Survey of 


Hospitals in Nova Scotia. By Stewart, C.B. Halifax: The Com- 
mittee, Wo46, pow 13- 
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ratio was 3,425 which represented 5.5 beds per thousand calculated 
on the 1948 population or just less than five beds per thousand of 
the 1961 estimated population. The bed requirements to provide 
five beds per thousand for the estimated 1961 population were 3,455, 
almost exactly the same as the figure reached by using the bed- 
death ratio. After making certain adjustments in consideration of 
local conditions, the total number of recommended beds was 3,578. 


If 3,573 be accepted as the total bed requirement, the 
shortage in 1954 was 421, since estimated rated bed capacity was 
3,157- at, that, time... Thisshortace, wii practically disappear when 
the estimated 353 beds under construction at the end of 1954 have 
been completed. 


New Brunswick. In New Brunswick, the utilization basis of 
calculating bed requirements ihe selected as the most reliable by 
the Health Survey Committee.(1 The average daily census of public 
and private general hospitals was calculated to be 1,709 patients 
in 1949. Assuming that 80 per cent occupied beds was a desirable 
level of occupancy, the equivalent of 1,709 patients was expressed 
as 2,136 beds required for patients then hospitalized: "Aneaddi= 
tional 10 per cent was added to meet the waiting lists in some 
hospitals and the inevitable increase in use which always accompan- 
ies the establishment of more adequate diagnostic and treatment 
facilities. Thus, the total requirement in 1949 was set at 2,350 
beds which represented 4.6 beds per thousand population. To meet 
the needs of the next ten years, a minimum of a 30 per cent increase 
in demand for beds was postulated. This increase would be occa- 
Sioned by population increase, by changing methods of medical prac- 
tice and the increasing use of procedures best done invauhoapital, 
the retention of patients who have gone out of the province to take 
advantage of hospital facilities elsewhere, the growth of prepay- 
ment plans or possibly hospital insurance and other factors. The 
bed objective between 1950 and 1960 is therefore 37055... eFoxrothe 
decade 1960-1970 a basis of 6.5 active treatment beds per thousand 
population was established as the minimal requirement. The need for 
1970 was estimated at 4,361 beds. 


New Brunswick's 1948 requirement of 2,350 beds was close to 
achievement by 1954 when 2,227 rated beds were in operation. On the 
basis of the long-term Objective of 3,055 beds, however, there was 
still a shortage of 828 beds, which will be reduced considerably 
upon completion of 366 additional beds approved for construction at 
the end of 1954. 


Qugsbec. The province of Quebec made no particular analysis 
Of bed requirements except to note that commonly accepted standards 
Suggest that there should be portces 4.5 and 5.5 active treatment 
beds per thousand populetion.(2) There were 17,993 acute hospital 
beds existing in Quebec by December 31, 1954 whereas in terms of a 
ratio of 5 beds per 1,000 population, 21,940 were required making 
an arithmetic shortage of 3,947 beds. However, some 2,775 additional 
beds were under construction at this date. 


Ontario, The Ontario Health Survey Committee estimated bed 
heeds by projecting the recent pattern of hospital-bed demand into 
the future and relating it to the best estimate available on the 
province's population increase Le 1954.(3) Because of variations 


1) New Brunswick, Health Survey Committee, Report on the 
Hospitals of New Brunswick. By Neergaard, Agnew and 

; Craig. Fredericton: The Committee, 1951, PAR? THREE. 

(2) Quebec, Ministere de la Sante, L'Enaquete sur les Services 


de Sante de la Province de uebec. Quebec: Ministere, 
LO51, Pome Vv, o. 44 

(3) Ontario, Health Survey Committee, Report of the Ontario 
Health Surve Committee, 


y Toronto: The Committee, 1951, 
PR. D7=6L. 


eos) ee 


in the pattern of hospital use in different parts of Ontario, these 
estimates were developed separately for each of seven hospital 
regions. The method used yielded a result expressed in terms of 

the number of days of hospital care needed by each thousand of the 
population, and reflected both admission rates and length of stay 
in hospital. The total days of care need in each region was reduced 
LO She mumber of Cccupled hospital beds by dividing it by 365. 
Accepting 75 per cent of rated bed capacity as a good average level 
of occupancy under normal conditions, these figures were multiplied 
by 4/3 to give the estimated number of beds required. 


The method used yielded a total requirement of acute general 
Hospi ta. beds of 19,800 in 1950, 22,438 in 1951, 22,900 in: 1952, 
Bae ee ome TOSS er 25. O41 an 1os4 , In terns of population, acute 
bed requirements were 4.7 per thousand in 1951, 4.8 per thousand in 
1952 ano vrobably rising to S per thousand by 195%. The bed -short- 
age in 1954 was 2 ,898, while the number of additional beds approved 
for construction at that time totalled" 2,124. 


Manitoba Manitoba bed requirements were determined on the 


2 al ou Peale aie a formula used by the United States Commission on Hospital 
Care Gaeoretical nigr daily -oceupancy was calculated from bed 


Capacity, patient days and average daily census. The number of 
beds which should be available in any period to give most efficient 
Per vice Was-Gdeterinmined Trom this’ calculation. On this basis it was 
estimated that ee beds Were required in 1940 im comtrast to wie 
Gfeicial rated bed capacity of 3,164. By December 31, 1050, some 
4,512 beds were available or pu annee- fOr’ COMSstruet lone This repre= 
sented 5.7 acute beds per 1,000 population which was accepted as a 
Gerereole. repo, by tne Manitove Healt Survey (Commitires):  Larwas 
feiG that when thie phase of hospital construction was completed, 
tose hoe te would be very Jitile necd to extend the, provram with 
records to oscuro: Deas any LTurciier in tne timediate Prupure. 


Because a large number of obsolete beds had to be replaced, 
Manitoba still had an estimated shortage of 592 beds in 1954 based 
OM Ciemiewnee OL 5.7 bee per thousand population. However, 776 
additional beds were approved for construction but not yet completed 
at Ghat Gaine:. 


saskatchewan, In Saskatchewan an analysis of hospital bed 
nNeééds*Wae Made as part of a master plan for the development. of an 
integrated hospital system. 


Tye formulae were used to estimate bed- needa... The first 
PoOrmet oe weno se0 Ol The diifereny Tunetions or” community. disierer, 
regione wand base centre hospitais and om the increasingly larger 
population which each of these catefories of hospital serves. For 
Gis Curpocoe minimum requirements for cach local area served byoe 
community hospital were set at 4.5 beds per thousand; district 
centre hospitals required 5.5 beds per thousand; regional centres 
required 6 beds per thousand;(and base centres needed /.5 oeds per 
thousand... Thase ratios applied to all areas *of the province’ resulted 
in @ total requirement. of 5,857>-beds.or an-over=-all ratio of, 7 beds 
per thousand population, 


(1) Manitoba, Advisory Health Survey Committee, An Abridgement 
OL sae Mami 0 be. Health Survey Report. Winnipeg: Queen's 
Printer, 1953, pp. 57-56. 

(2) Saskatchewan, Heal th Survey Committee, Saskatchewan Health 
Survey Report. IL Hospital Survey} and Master Plan. 
Réeina: The Committee, 1951, pps. 35-4 
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The bed-death formula was also applied to Saskatchewan. - 
This formula tended to ‘confirm the bed requirements arrived at 
with, the aid of the formula based om hospital, funewion™® especial iy 
in the number required for the province as a whole after special 
consideration had beente¢iven to the needs. of the cnronicatie a. 
Using the bed-death formula it was estimated that 4,806 beds or 6 
beds per thousand population were required for general hospital 
care. However, in Saskatchewan a larger than average amount of 
chronic care needs are being’ met in general hospitals, and this 
extra care was estimated to be the equivalent of one bed per thou- 
sand population. Thus, the over-all need is again 7 beds per 
thousand population. 


Both these formulas when applied onca?iocal, rather than 
a province wide basis, were adjusted to take account of special 
local conditions. As a result of these modifications and adjust- 
ments, the total number of beds recommended was somewhat higher 
than the number indicated as required by the formula. The total 
number of recommended beds was 6,225 or 7.5 beds per thousand, an 
cbjective to be achieved gradually over a 20 year period. 


By 1954, estimated acute rated bed capacity in Saskatchewan 
was 5,614 beds, leaving a shortage of 611 beds. Additional beds 
approved for construction designed to fill this gap numbered 652 at 
the end of 1954. 


Alberta. The Alberta Health Survey Report recommended 
that a ratio of 7 beds per thousand population for general 
hospit 4 purposes be recognized as adequate for the province as a 
motel i AS that time, in 1950, the Committee went on record as 
believing that the total number of beds in use, plus those in pro- 
cess of construction, were sufficient for the needs of the pro- 
vince. However, the rapid growth of population in Alberta quickly 
put these facts out of date so that despite further planned con- 
struction, Alberta had an arithmetic bed shortage of 586 beds by 
December, 1954. A further 518 beds were scheduled for construction 
at the end of 1954. 


British Columbia. A survey of hospital bed needs in 
British Columbia was undertaken by James A. Hamilton and Associates 
of Minneapolis in 1949(2). Of the various formulae available for 
determining bed needs, the birth-death formula was selected as the 
most suitable. The application of the formula was adjusted to the 
occupancy it was reasonable to expect according to the size of 
hospital, and for social, economic and geographic factors existing 
in each of the areas of the province. 


It was found that there would be a total bed requirement of 
8,069 beds for general acute care by 19515 .a BPatlorof 6.7% ,béds. per 
thousand population. By 1971 the need for beds for general acute 
care was expected to increase to 11,886, a ratio of 7.1 beds per 
thousand population. Applying the ratio of 6.7 beds per thousand 
population to the year 1954, the total requirement for that year 
was 8,482; existing rated bed capacity was 7,447. On this basis 
there was an estimated shortage of 1,035 acute-beds in 1954 which 
se being reduced somewhat by the construction of L773 additional 
eds. ; 


ey Alberta, Health Survey Committee, A survey of Alberta's 


Health. Edmonton: Dept. of Public Hea lin, LO80, a. OF 
(2) Hamilton, -J.A..and Associates, A Hospital Plan for 

British Columbia. Victoria: Queen's Printer, 1950, 

pp. al =25. 
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Be Chronic and Convalescent Hospital Beds 


Partly as a result of the progress of medicine in 
treating acute diseases and partly because of the increasing 
proportion of the population in the older age groups, 
chronic. diseases are constituting an increasing’ proportion 
of all ilinesses. The existing medical and hospital care 
system, however, is organized primarily for the prevention 
and treatment of acute illness rather than the long-term 
diseases requiring prolonged care. Most provinces have 
made relatively little special provision for the care of the 
ehronically tid. 


Patients with chronic diseases may be distinguished 
from acute patients by their much longer average length of 
stay in hospital and by the nature of special services which 
are necessary. They include older persons suffering from 
diseases peculiar to the aging process and younger persons 
who have become victims of chronic disabling conditions of 
VariGgusj;origins. While some may be, in fact, incumabie, 
others may be returned to a useful life benefitting from 
occupational and physical therapy and other aspects of 
rehabilitation. Types of institutions providing careprfor 
these patients include genéral hospitals, special chronic 
and convalescent hospitals or units and welfare institutions. 


Some chronic patients occupy beds in almost every 
general hospital, despite efforts to limit or exclude the 
admission of such. cases. This, of course, reduces the number 
of beds available for actittely i2T1 patients. Some of the 
provincial health survey reports pointed out that treatment 
for che tchronically lil is often /ilimited in scope, ‘andunot 
the type best suited to the needs of the particular ailment. 


Many other chronic:.patients are housed in nursing 
homes and in homes for the aged, infirm and permanently 
OieavléeGs These institubions aré designed primarily fer 
persons who need only a home with some degree of)custodial 
care; roften they lack adequate medical and nurging: facilities. 
Although such institutions supply accommodation for chronic 
en@eGonvalescemt bed patients, hey do not provide hospital 
cAre.4 


Special ¢hronic. and convalescent Noppitads or 
Spécial units attached to general hospitals have.been 
developed in various provinces for patients who can benefit 
fromirenapilivavion Services and 10r incurables swhoce: sultere 
mig ean ibe reliéved. ~Tdeally, such hospitals offer 
specialized facilities for diagnosis and treatment of chronic 
diseases and rehabilitation services including physical and 
occupational therapy, psycho-social adjustment and vocational 
training and guidance. 


Existing Bed Facilities 


Kvyoailable-data-on.chronic hospital bed Laci iaivires 
exclude institutions which provide custodial care and/or 
domiciliary care. Tables 30 and 31 below show that beds 
in chronic and convalescent hospitals or units numbered 
6,714 in 1948, while 5,158 additional beds had been | 
approved for construction under the Hospital Construction 
Grantevp to-.December 31, 1954. The estimated number of 
existing beds was 10,717 at the end of 195). . The bed- 
population ratio increased from 0.5 beds per 1,000 popula- 
tion in 1948 to 0.7 beds per 1,000 population in 195). 
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Although the increment of chronic beds is much less, 
chronic beds have increased at a faster rate than acute beds. 
When beds under construction at the end of 195) have been 
completed, chronic beds will have increased by 75 per cent 
from 6,714 beds to 11,76), beds since 1948; acute beds will 
have increased by 8 per cent from 53,657 beds to 79,503 beds. 


Bed Requirements 


The extent of bed requirements fon chronic, hospitals 
and units depends partly on decisions as to the extent to 
which alternative facilities should be Utilized... Severe 
provincial health survey reports attempted to obtain some 
indication of the number of chronic patients occupying beds 
in acute general hospitals. The Nova Scotia Survey 
indicated that 732 general hospital beds or more than one 
bed per thousand population were occupied by long-term 
patients. Similarly, in Saskatchewan, it was estimated 
that about one active treatment bed per thousand population 
was occupied by chronic patients. In Onterio; wheres a 
considerable number of chronic units, chronic (hospitals “and 
nursing homes are available, it was estimated that roughly 
10. per.cent of all hospital beds normally availabie for #he 
acutely ill were occupied by chronic patients, 


Only four provinces (Nova Scotia, New Brunswick, 
Quebec and Ontario) indicated specific ratios for chronic 
bed requirements, New Brunswick, Quebec and Nova Scotia 
used the ratio of 2 beds per thousand population, 
although Nova Scotia made special allowance for the fact 
that about one acute bed per thousand population was being 
used for chronic patients. In Ontario an upward trend of 
long-term care requirements was assumed and the need for 
beds was analysed on the basis of the utilization of chronic 
beds in 1948; the results indicated that the need for chronic 
beds would rise to about 1.5 beds per thousand population by 


195}. . 


In the remaining provinces, where no estimate of 
chronic bed requirements was made in provincial health 
survey reports, it has been necessary to apply a rough 
ratio for purposes of estimating total requirements at 
the end ef 1954, In British Columbia, altheugh ne bed 
Pequirement was stated, it would appear that in a previnee 
with @ heavy lead ef chronic illness and with separate | 
facilities frequently previded fer ehrenie patients that 
hwe beds per thousand populatien would represent a minimum 
betal requirement. in the ether previnees where many ehronic 
patients are treated in asute general hospitals, it weuld 
Pee that ene ehrenie bed per theusand pepulatien is pROB= 
ably @& mere pealistie ratio, Fer purpeses ef estimating 
tetal bed requirements it is assumed that about ene acute 
bed per thousand populatien is oeeupied by ehrenic patients 
in Newfoundland, Prinee Hdward Island, Maniteba, Saskatehewan 
and Alberta, thus leaving an additienal requirement of ene 
bed per theusand in each of these previncea, 


; Of the basis ef estimates ef previneial Fequirements 
detailed abeve, a total requirement ef 24,195 ehronie 
hospital beds er 1.6 beds per theusand populatien was ebtained 
fer the year 1954 as shown in Table 32, §inee at the end of 
the year 1954, 11,76) beds were in eperatien, under eenstrue= 
tien er planned, leas than 50 per eent of this requirement 
Will have been met when éurrently planned eenstruetion hag 
been completed. in future years, of seourse, requirements will 
be altered by changing methods ef hospital eare, the inereas= 


ing percentage ef older people in the 
other ee poe population, and many 
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va Federal Hospitals 


Federal hospitals provide a wide variety of services 
to certain special groups in the population: the Armed 
Forces, war veterans, Indians, Eskimos, immigrants and sick 
mariners. Table 33 shows the distribution of hospitals and 
hospital beds among féderal agencies in 19)\8 and 1953. The 
Department of Veterans Affairs operated the largest number 
of beds, 9,97). in the. year.1953! the Directorate of Indien 
Health Services controlled 2,113 beds; the Department of 
National Defence had 925 beds; and the Quarantine, 
Immigration Medical and Sick Mariners Services maintained 
3 oy Stussy 


Department of Veterans Affairs 


Facilities administered by the Department of Veterans 
Affairs in 1953 included 12 active treatment hospitals, two 
health and occupational centres, one tuberculosis sanatorium 
and four veterans homes. Most beds are located in active 
treatment hospitals varying in size from the 1hh bed Veterans! 
Hospital, Saskatoon to the 1,300 bed Sunnybrook Hospital in 
Toronto; the average size of hospital exceeded 600 beds. One 
or more hospitals are located in all provinces except Prince 
Edward Island and Newfoundland. (1) 


Special facilities include health and occupational 
centres at Ottawa and Vancouver which serve as convalescent 
hospitals, and a tuberculosis sanatorium at St. Hyacinthe, 
Quebec. In the active treatment hospitals, special 
divisions provide treatment for mental conditions at 
Ste. Anne's Hospital and Westminster Hospital; for paraplegics 
at Queen Mary Veterans', Sunnybrook, Deer Lodge and 
Shaughnessy Hospitals; and for arthritis at Sunnybrook 
Hospital. Reassessment units designed for the assessment, 
treatment and rehabilitation of older veterans are now 
located in the larger active treatment hospitals. 


The Department of Veterans Affairs also owns three 
Veterans!’ Pavilions totalling 588 beds, which are operated 
by community hospitals in Ottawa, Regina and Edmonton. 
Eligible veterans residing in locations without departmental 
facilities may obtain care in community hospitals at 
departmental expense. 


In the fiscal year 1953-5h, admissions to departmental 
institutions numbered 51,73 and to non-departmental hospitals, 
17,905. Days of hospital care provided totalled 2,889,579 in 
departmental hospitals and Bub, 292 in non-departmental 
hospitals. Because of the large number of long stay cases, 
the average length of stay of separations was 3.9 eayst in 
departmental hospitals. 


Department of National Defence 


Hospitals reported by the Department of National 
Defence numbered nine in 19533; beds in four Department of 
Veterans Affairs hospitals were also utilized. Admissions 
eee year numbered 19,677 while Patient days totalled 


an, Active treatment hospitals include Camp Hill Hospital, 
Halifax; Lancaster Hospital, Lancaster, New Brunswick; 
Veterans' Hospital, Quebec City; Queen Mary Veterans! 
Hospital, Montreal; Ste. Anne's Hospitals. SteAnne. de 
Bellevue, Quebec; Sunnybrook Hospital, Toronto; West- 
minster Hospital, London; Deer Lodge Hospital, Winnipeg; 
Veterans’ Hospital, Saskatoon; Colonel Belcher Hospltad, 
Calgary; shaughnessy Hospital, Vancouver; Veterans 
Hospital; Victoria. 
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Department of National Health and Welfare 


Indian Health Services. --Health-facilitices.for.treatment 
of Indians and Eskimos included 18 hospitals with 2y113 beds 
and 33 nursing stations with 160 beds in 1953. The larger 
hospitals are sanatoria, for the treatment of tuberculosis, 
while the smaller hospitals and nursing stations serve as rural 
community treatment centres. Departmental hospitals are located 
mainly in Ontario and the four western provinces; elsewhere 
Indian and Eskimo patients are usually hospitalized in non- 
departmental institutions. 


The Directorate of Indian Health Services operates 
five nursing stations in Quebec, one in New Brunswick and 
one in Nova Scotia. Facilities in Ontario include the Moose 
Factory and Sioux Lookout Hospitals each with a tuberculosis 
unit, one small community hospital and six nursing stations. 
In Manitoba, three tuberculosis sanatoria are operated for 
the Department by the Manitoba Sanatorium Boards; other federal 
facilities include three small general hospitals and seven 
nursing stations. Two general hospitals with tuberculosis 
units are maintained in Saskatchewan as well as three nursing 
stations. The Charles Camsell Indian Hospital at Edmonton, 
Alberta, with almost 600 beds is the largest tuberculosis 
Sanatorium; other facilities include three small general 
hospitals and three nursing stations. Three tuberculosis 
sanatoria are operated in British Columbia and six nursing 
stations in the Northwest Territories. 


During the year 1953, a total of 35,346 Indians ana 
1,029 Eskimos were admitted to departmental and non- 


departmental hospitals. Indian admissions to departmental 
hospitals included 9,201 general cases and 1,581 tuberculosis 
cases. Patient days in departmental and non-departmental 


hospitals combined totalled 1,)69,2h1 for Indians and 
148,723 for Eskimos. Indian patient days in departmental 
hospitals ineluded 552,09) for tuberculosis cases and 
134,507 for general cases. 


Quarantine, immigration Medical and Sick Mariners 
Services. This Service Operates a marine hospital at Sydney, 
Nova Scotia, immigration hospitals at Halifax, Saint John 
and Quebec City, and two small leprosaria; one at Tracadie, 
New Brunswick and one at Bentinck Island, British Columbia. 
In practice, institutions ébher than the leprosaria are 
used for treatment of sick mariners, immigrants, Indians and 
Eskimos. In 1953, admissions numbered 5lih and days of care 
totalled 11,1727: 


= 61 2 
8. Planning, Administration and Standards 


In order to provide “an efficient hospital service; 
more is required than simply an adequate number of beds, 
personnel and special facilities. Hospital authorities agree 
that the planning of hospital facilities in accordance with 
community needs necessitates a proper distribution of beds 
between different areas and integration of hospital services 
so that patients may be treated and technical services pro- 
vided in the most suitable hospitals. In addition, measures 
to promote adequate standards of patient care are necessary. 


The improvement of hospital service is a cooperative 
effort between the hospitals and government health depart- 
ments. “Leadership comes from the Canadian Hospital Association, 
the Catholic Hospital Association of Canada; the Canadian 
Medical Association, and various other national and provincial 
erganimations interested iniall ooryeertain parts of hospital 
care. Standarization, education and surveys are the principal 
tools used by the various agencies to stimulate hospital 
elhicvercy: .“Provinictal thospital surveys carried sout sduring 
the past few years have contributed much to improved planning, 
integration and standards. 


Distribution of Facilities 


The rplanning onetne Location lof shospitals. involves 
Ccomsideration sof .varrvous “Socio-economic sfactors. “Anongesuch 
Factors ‘are population *dbetribution vard trends) thecsize of 
communities; the location of adjacent well-equipped hospitals; 
prevailing patterns of hospital usage; local health indices; 
tie faved] avbilvy got ppbysiei ans ponurises: rand (other sper sonnel cand 
bhe Tdnanciah ability sot sthe Local area ito construct land main- 
caine shospiteal é 2 tine bss om tieseé-ltems logically iheadsaoto 
a master plan to serve as a blueprint for developing the 
esdennial hospital facilities .im ithe proper hocations. 


in ~eeneradl Germs, as pointed out in one hospital 
survey report, "All the above factors - the gradual concentra- 
pie ob wopulacion im Gurbianecen tress tie improvement tin rtrans- 
portation; the increasing »complexityvand cost of hospival 
equipment, the desire of most physicians to work in association 
with their confreres;, and the importance of providing high 
standards “offi care 'i<— point oto 1a wraduak decline inthe mumber 
of very small institutions, and the necessity for improving 
the facilities in those of medium and large size".(1) While 
this implies greater concentration of facilities in larger 
population centres, there remains the frequent objection by 
small communities that "only by having a hospital can we retain 
a doctor in our community". As mentioned in a number of 
provincial health survey reports, special problems arise in 
rural areas where public demand may lead to the planning of 
many small hospitals involving costly duplication of facilities 
ifisgood) care. ic cto ibe ‘provideds 


Generally speaking, the development, location and size 
of hospitals has varied with the way each conmunity interpreted 
its needs and was financially able to meet them. With the 
possible exception of Newfoundland, the major responsibility 
for a decision to build a hospital has rested at the local 
level. Jn recent years, however, central planning has been 


(1) Saskatchewan Health Survey Committee, Saskatchewan 


Health Survey Report. If Hospital Survey and Master Plan. 
Regina: The Committee, Losi y pe LO: 


mG Ss 


encouraged by the development of provincial and federal 
hospital construction grants. Hach province can use the 
federal hospital construction grant as a means of encouraging 
or discouraging local hospital construction projects. Federal 
regulations state that each project submitted for approval 
shall be in accordance with a system or (pr hor notes based on 
the relative need throughout the province for hospit dhs; 
community health centres, living quarters for nurses and com- 
bined sLaboratory facilities. (1) 


ee 


Most provincial hospital survey reports envisaged the 
development of integrated hospital Systems. In each instance, 
the province was divided into a number of hospital regions, 
and hospitals were classified as community, district, regional 
or base hospitals in accordance with modern hospital plan- 
ning concepts. Generally, community and district hospitals 
were defined as small local units without highly specialized 
Services; regional hospitals supplied a much wider range of 
services to a large area; while very large hospitals usually 
associated with university teaching centres were designated 
as base hospitals. 


Kimphasis was placed on the need for the development 
or €xpansion of regional hospital centres, and on closer 
relationahips between hospitals to avoid duplication and re- 
duce costs. Regional centres would have out-patient depart- 
ments, and special units for the care of patients with 
communicable diseases, mental disease, chronic diseases and 
patients requiring convalescent care, Community and district 
hospitals would be encouraged to transfer patients requiring 
comprehensive investigation or treatment to regional and base 
hospitals, where consultative and specialist services would 
be available. Conversely, the small nospitals would draw 
upon the larger hospitals for consultant services in radiology, 
pathology and other specialties. 


Another aspect of integration relates to the coordina- 
tion of hospital services with other health services. Modern 
concepts of health organization include the idea that the 
nospital should serve as the community health centre by pro- 
viding space for preventive services such as immunizations, 
pre-natal care and well-baby clinics. Some authorities have 
Suggested that the offices of physicians and dentists might 
even be located in the hospital building. To coordinate the 
etterkis of eda community health agencies, hospital regions 
and districts have been planned in relation to public health 
districts in some provinces. 


Standards of Patient Care 


For years there has been a growing recognition of 
the need to improve standards of hospital care. An integrated 
hospital plan implies a system of hospital grading and in- 
spection which would define requirements for essential services 
in different classes of hospitals. Although such grading 
» most provinces have 


professional procedures and techniques of patient care, and 
physical facilities including Sanitation, equipment, hazards 
and s© on. These laws set out minimum legal requirements for 
the safe care of patients. 


(1) P.G. 195) - 15/659. 
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The hospitals themselves, however, are more interested 
in high quality care than in minimum standards. This desire 
to develop and maintain the highest standards has found ex- 
pression in the development of voluntary accreditation programs. 
Accreditation of American and Canadian hospitals was carried 
out by the American College of Surgeons from 1918 to 1953 when 
responsibility was transferred to the Joint Commission on 
Accreditation of Hospitals. In the same year the Canadian 
Commission on Hospital Accreditation was formed by the Canadian 
Hospital Council, the Canadian Medical Association, L'!Association 
des Medecines de Langue Francaise du Canada, and the Royal 
College of Physicians and Surgeons of Canada, and a program 
was launched in coopération with the Joint Commission on 
Accreditation of Hospitals of the United States°and Canada. 


The objectives of the Canadian Commission on Hospital 
Accreditation are as follows; 


eesLO GCONdUCGS am inspection and .accreditation 
program which will encourage Canadian physicians 
and hospitals voluntarily; 


(a) to apply certain basic principles of 
organization and administration for 
efrieient Gare of the patiént,; 


(6) “tolpromote avhigh quality of médical 
and hospital Gare in“ali its aspects, 
and 


(c) to maintain the essential diagnostic 
and "tnerapeutve services in thé Hospital 
borough the cororpdinated erfort of the 
organized medical staff and the governing 
board of “the hospital; 


es To establish’ standards for hospital operation 
ani BO assist Oospitals to abitain chess 
standards : 


3, TO recognize compliance with standards by the 
issuance of \@ertificates of “accreditation: 


lt. To assume such other responsibilities and to 
Comawet “Such other “activities; particularity of 
an educational nature, as are compatible with 
the operation of a hospital accreditation program. 


Newfoundland 


The planning and organization of hospitals revolves 
around the cottage hospital system in Newfoundland. 
Provincially operated cottage hospitals and nursing stations 
are bocated an most of the outlying areas of the provinces, 
although Northern Newfoundland and Labrador are served by 
the International Grenfell Association and Notre Dame Bay 
by. the Notre Dame Bay Hospital Association. The larger 
population centres of Cornerbrook, Grand Falls and St. John's 
also have voluntary hospitals. The provincially operated 
St. John's General Hospital, however, serves as the base 
hospital centre where highly specialized technical services 
are made available to the whole province. 


Provincial ownership of many general hospitals has 


permitted central planning of hospital locations, integration 
of hospital services and close cooperation between the 
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St. John's General Hospital and other hospitals throughout 
the province. Provincial licensing and inspection of non- 
governmental hospitals has not been undertaken, although some 
legislative provision exists in the Health and Public Welfare 
Act of 1931. Control and supervision over standards of care 
in cottage hospital districts is exercised by the provincial 
health department. 


Prince Edward Island 


Hospital affairs in Prince Edward Island are governed 
by Bheshospital ACESsbOUL Ho Full-time inspection service has 
been developed. The entire province is considered as one 
hospital region, with the largest general hospitals located 
in Charlottetown and Summerside. The provincial health 
department maintains close relationships with the hospitals 
operated by voluntary authorities, and has integrated clinical 
laboratory facilities under provincial supervision. 


Nova. Scotia 


. Hospital facilities of medium and small size are 
widely distributed in Nova Scotia; the city of Halifax con- 
tains the provincially operated Victoria General Hospital 
where specialist facilities and services are available to 
the considerable number of patients referred from all parts 
of the province. The Nova Scotia Health Survey Report 
recommended the development of an integrated hospital system 
based on nine hospital regions, each with a regional hospital 
centre. Other types of hospitals in the integrated scheme 
would be termed community hospitals, district hospitals and 
provincial hospitals (i.e. Victoria General Hospital). 


Hospital inspection in Nova Scotia igs carried out by 
the Inspector of Humane and Penal Institutions, while other 
hospital affairs are administered directly by the Deputy 
Minister and Assistant Deputy Minister of Health. 


New Brunswick 


In New Brunswick, most hospitals are operated by 
voluntary lay and religious corporations, although a few are 
municipally administered. The coordination of services and 
administration of the Public Hospitals Act are responsibilities 
of the Division of Hospital Services in the Department of 
Health and Social Services. The development of an integrated 
hospital plan was recommended in the New Brunswick Hospital 
Survey Report which proposed the division of the province into 
five hospital regions with five regional centres and three 
Sub-centres, 


Quebec 


Hospitals in Quebec, operated largely by religious 
authorities and lay corporations, are controlled by the 
Public Charities Act and Private Hospitals Act. Classifica- 
tion and inspection are administered by the Division aft! Pubhae 
Charities in the provineiam heads department. The Quebec 
Health survey Report recommended the division of the province 
into twelve hospital regions, each with at least One large 
hospital to serve as the regional centre. Further study of 
hospitalization problems was launched in 1954, when the Quebec 
legislature authorized the formation of 4 special committee 
to review fect di G4 6, co-ordination, standards and related 
questions. 
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Ontario 


Provincial supervision. of ; public. hospitals in 
Ontarlog, 6mereised through the Public, Hospitals Act; includes 
approvel, OF Nospitals as public hospitals, administration. of 
grants, and regulations dealing with :subjects such as 


classification of hospitals, inspection, treatment of patients, 


records and audits. Private hospitals are licensed under the 
Private Hospitals Aet. Administration of the Public, Hospitals 
Act, the Hospitals Aid Act, the Private Hospitals Act, and 

the regulations under these acts, is the principal function 

er the PuUolTeG anc Private Hospitals Division. 


Reg@ional hospital, planning. for Ontario was dealt 
with at length in the provincial Health Survey Report, and 
is discussed below in some detail as illustrative of com- 
prehensive planning concepts. In Ontario seven hospital 
regions were outlined and planning is based on a classifica- 
tion. OF five basic, types of hospital service required. 

These are: 


Type A -. Public general (providing expert medical 
and nursing: care and aid. facilities. for 
diagnosis and treatment of the acutely ill 
or injured and for maternity cases). 


Type Bi= Convalescent (providing medical and nursing 
care and facilities for, réhabilitation). 


Inpe. © ~_ Longe berm hospitals. (providing. ess 
specialized medical and nursing care with 
f AGL Lee. for, the, rehabilitation, of) these 
patients who may be improved and domiciliary 
care for those unlikely to improve). 


Type D - Welfare institutions (for the aged and infirm 
those who are bedridden, those with 
ineapacitiies- end noe requiring. continuous 
treatment but.rather guidance and those in 
need of living accommodation only). 


Type E - Special hospitals (for mental illness, 
tuberculosis... alcoholism, cereoral, palsm, 
ete... 


Public. general hospitals: were, grouped: into four 
lesssia@eie.ons, ve, PemLonal cenit, districts Gentre., 
communi ty, centre and health. centre.;. Bach regional, centre 
hospital is a large unit from 350 to 1,000 beds situated in 
a large urban centre and associated where possible with a 
medical sehool. Besides supplying a full range of. diagnostic 
and treatment service, it would provide facilities for veach- 
ing. and. pesearch,... Sugeested regional centres, were,London, 
Hamilton, Toronto, Kingston, Ottawa, Sudbury and Fort William 
OP . Portia Airlie. 


The district centre hospital ranging in size from. 100 
to 350 beds: would. provide all services basic to an active 
treatment hospital including pathology and radiology. The 
community hospital ranging from 100 beds down to 20 would 
obtain specialized pathology and radiology in co-operation 
with the nearest district or regional hospital; clinical 
laboratory and x-ray facilities would, however, be available 
to general practitioners in the local area served. The 
health centre, equivalent to a community clinical or 
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medical-nursing unit, would serve areas lacking the popula- 
tion and resources necessary to support a small community 
hospital; its in-bed care being limited to maternity, minor 
medical cases and emergency treatment for accident or 
Surgical cases. Although its primary function would-be to 
provide x-ray and laboratory dilagnostite facilities to 
physicians practising in the area, the health centre might 
also include office for the local health department, 
physicians and possioly Cemorevs. 


Manitoba 


Following s study by Dr. Karl BE? Buck 6ntitled 
"Public Health in Manitoba 1941", a survey of the hospital 
situation in Manitoba was undertaken by a special Hospital 
Commission. Following the recommendations of this Survey 5 
a permanent Hospital Council was appointed in 19h, ana 
required to arrange for the inspecti6n of hospitals, to make 
investigations and surveys in respect of matters relating 
to hospitals and to make recommendations as to the Lot ation, 
size, administration or operation of any hospital. Upon the 
advice of the Hospital Council, the province was divided into 
three divisions centred about the base nospitals in Greater 
Winnipeg, Brandon and Dauphin. Within these areas further 
provision was made for some 3) hospital districts with Locad 
boards empowered to construct and operate hospitals. 


-The 1915 Health Services Act provided the administra- 
tive machinery for the establishment of hospital districts; 
delineated specific responsibilities of local hospital boards 
and outlined approved methods of financing both construction 
and maintenance costs. An Advisory Commission was formed 
under the Act and given powers to make regulations regarding 
the administration of hospitals. The Act further provided 
that proposed plans, location, size and initial cost of 
hospitals were subject to approval of the Municipal and 
Public Utility Board in regard to financial implications, 
and to approval of the Minister, the Hospital Council of 
Manitoba and the Advisory Commission as to other features. 


At the present time, any community may form a 
hospital district irrespective ‘of municipal boundaries, pro- 
vided that the scheme is Supported by two-thirds of the 
votes cast by resident ratepayers. The Bureau of Hospitaliza- 
tion in the Section of Extension Health Services is responsible 
for the inspection of hospitals and for the Provision of 
technical advisory services to local boards. The Bureau also 
licenses private hospitals, administers construction and 
maintenance grants and performs related functions. 


Saskatchewan 


The Saskatchewan Health Survey Committee prepared a 
master plan for the development of an integrated hospital 
system with long-term goals set for realization by 1971. 
Four classes of general hospitals and medical service 
centres were designated as follows: base centres, regional 
centres, district centres and community centres including 
nursing homes and health centres. The populated half of the 
province was divided into hospital service areas comprising 
the area served or to be served by a local hospital. These 
areas were grouped into hospital service districts with one 
hospital being designated as the district centre. Hospital 
service districts were grouped into 12 health service areas, 
coinciding with the proposed health regions for public 
health services. Two regional health service centres in 
Regina and Saskatoon were designated ag base hospital centres, 
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Most Saskatchewan hospitals are small district or 
community centres operated by municipalities and widely 
distributed throughout the rural areas. As far back as 
1916 legislation was passed providing for the establishment 
of union hospital districts representing member town’s, 
villages and rural municipalities for the purpose of erect- 
neg ang maintaining hospitalsis By the ‘erd' lof the fiscal 
year 1952-53 there were 106 union hospital districts con- 
taining hospitals whose capital costs were supported mainly 
rrounlocak tax fundis 


Hospi tal Luspecei om sand regulation of Hospital 
standards is authorized by the Saskatchewan Hospital 
Standards Act, administered by the Division of Hospital 
AGminvstration and Standards “nthe Medical sand Hospital 
services Branch. In addition to supervision of standards; 
the Division promotes better hospital care through technical 
ecnsubvavive, seryvrces  torhespitals an nursing administration, 
laboratory and x-ray technology and dietetics. Instructional 
Courses are offered for various types of hospital, technical 
and administrative personnel. 


Alberta _ 


Hospital services in Alberta are organized and con- 
eeollec Under the Hospitals Act... the Municipal Hospitals, Act ; 
tae Private Hospitals Act, and an Act to Incorporate the 
Associatved Hospitals of Alberta. Under these statutes 
various regulations are in effect designed to safeguard the 
public in receipt of hospital services. General direction of 
Mospivals in the province is the responsibility of the Division 
BE NOspimgal., and Medical Services. Amone its responsibilities 
Eee ete supervision Of “apuroved, Pravave and chronic hospital 
services; consultation relating to hospital administration 
ena tecmnigques, and the approval or phens for new Hospital 
buitdamea sor major changes in puiidinegs,. 


Faspital Teeiriities an rural Alberta are provided 
neainly “saeough munieipal hospital districts. More than 60 
OF these cistricts have been organized under district 
HOCtuIe BOnras LO administer hospital (acilities and supply 
hospibal services under the municipal doliar a day scheme. 
After a scheme has been planned, it must be approved by 
iwOstaaras OF the voters in the proposed bospital district. 


The Alberta Health Survey Report recommended adequate 
hospital service for all areas provided through more than 80 
small hospital districts. Three prades of general hospital 
service were recognized: ordinary hospital service in all 
local hospitals "routine referred work" in regional hospitals 
situated in the larger centres and "Special referred work" 
including a few highly technical procedures in base hospitals 
of which there was one in Alberta. 


British Columbia 


Provincial inspection and control of general, chronic 
and convalescent hospitals and the licensing and inspection 
of private hospitals are provided for in the Hospital Act 
which is administered by the British Columbia Hospital 
Insurance Service. The Hospital Consultation and Inspection 
Division assists hospitals with administrative problems, 
licenses private hospitals, and inspects both public and 
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private hospitals. Advisory services relating toa Hospital 
construction are provided by the Hospital Construction 
Division; this service includes the processing and reviewing 
of plans and inspection of proposed sites. (Additional 
planning and advisory services are’ provided by the Medical 
Consultation Division, the Research Division and the 
Liability and Adjustment Division. 


A long range plan for the development and integration 
of hospital facilities was embodied in the 19h9 Hamilton 
Report which envisaged dividing the province into six 
regions and developing within each region four types of 
hospital units. These four types were referred to as 
Community Clinics and Health Centres, Community Hospitals, 
Regional Hospitals, and Teaching or Base Hospitals, and 
their functions paralleled those of the four types of 
hospital previously described for Onterio and Saskatchewan, 
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9. Financing Hospital Capital Costs 


Hospitals represent a major investment in land, 
buildings.and equipment, and from an important segment of 
Canada's "social" capital. In 1953, 685 public general 
and allied special hospitals reported total plant assets 
valued at about $86 million.(1) If all types of hospitals 
were included, total valuation was broadly estimated to 
exceed one billion dollars. 


Much of the capital expenditure on hospital 
facilities has occurred since the end of World War 2. 
Between 1916 and 195) estimated construction expenditures 
totalled $669 million, Table 3h below shows that annual 
capital expenditures rose steadily from $22.3 million in the 
year 1945 to about $117 million in 195). This upward trend 
reflects the decreased purchasing power of the construction 
dollar as well as a higher rate of expansion of facilities. 


TABLE 3.-CAPITAL EXPENDITURES ON HOSPITALS, 195 To 195) 


ee 


Capital Expenditures 
Millions of dollars 


a 


(al We} 
20ae 
32 


a nc i i 


(a) Preliminary. 


Sourcet Department of Trade and Commerce, "Private and 


Public Investment in Canada". 


osts of Construction 


—_ 


The cost of constructing hospital beds varies widely 
among different hospitals. Generally, however, large active 
treatment hospitals requiring many auxiliary facilities are 


(1) Dominion Bureau of Statistics, Hospital Statistics, 1953 
Vou I isapes Like 
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the most expensive type of hospital. Chronic and mental 
hospitals or small community hospitals usually cost less per 
hospital bed. ; 


Analysis of the costs of construction of new 
hospitals completed under the Hospital Construction Grant 
Program throws some light on the relative costs of 
different types of hospitals. Among new hospitals com- 
pleted between March 31, 1949 and March 31, 1955, the 
average cost per bed was as follows: tuberculosis sanatoria - 
$12,300; active treatment hospitals - $11,700; chronic- 
convalescent hospitals - $8,300; and mental hospitals = 
6,000. (1) These data are, of course, influenced by many 
factors such as whether the hospitals were large or small, 
whether they were constructed some yearsazo or recently, 
and whether they were built in high cost or low cost loca-~ 
tions. 


The significance of hospital size may be illustrated 
by comparing the average cost per bed of new active treat~ 
ment hospitals under 50 beds with hospitals over 50 beds in 
size. Between 1949 and 1955, the former group averaged 
$6,700 per bed, while hospitals over 50 beds in size had an 
average cost of construction of $13,200 per bed, 


The upward trend in construction costs in recent 
years may be illustrated by considering projects completed 
in each fiscal year. The average cost of construction of 
new active treatment hospital beds by year of completion runs 
as follows: fiscal year 1949-50 - $6,300; 1950-51 - $8,100; 
OSL be = Sid, 005 Lop2-53. = gl 35003 1953-5 = Pls, 300 
1954-55 - $13,500. 


Sources of Funds 

The problem of obtaining funds for capital expansion 
was aggravated in the post-war period, by the sharp rise of 
costs for labour, construction materials and equipment. 
Although tax funds had long been used for the construction 
of certain special hospitals operated mainly by governments, 
voluntary hospitals were traditionally dependent on the effort 
and benevolence of private groups and individuals. While 
philanthropic donations remain important, increased emphasis 
has been placed on government capital grants designed to stimulate 
construction of facilities in accordance with social neads. 


Data reported to the Dominion Bureau of Statistics 
by kul public general hospitals for the year 1953 illustrate 
the significance of the contribution by governments. In 
that year, 6 percent of the funds provided for new con- 
struction or additions to physical plant came from govern- 
ment sources, including 28 percent from provincial gpovern= 
ments, ll percent from municipal governments and 7 percent 
from the federal government. Mortgage loans and debentures 
accounted for 2l percent of the funds, private grants and 
donations supplied = percent, and other hospital funds 
covered 13 percent. 2) 


Philanthropy: Funds for the construction or 
extension of voluntary non-profit hospitals still come to a 
considerable extent from individuat and corporate donationsy 
religious organizations sponsorihg hospitals, ‘and loans repaid 


(1) Based on unpublished data supplied by Health Grants 
Administration, Department of National Health and Welfare. 


Based on unpublished data supplied by Dominion Bureau of 
poatistics. 
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out of hospital operating revenues. In many instances, 
capital investment is derived from public subscription drives 
in which many individuals participate. Significant amounts 
are contributed by commercial and industrial firms; in 1951, 
about 31 percent of all corporate charitable donations were 
allocated to hospitals for capital purposes. (1) The federal 
government indirectly encourages philanthropic contributions 
to hospital capital funds by permitting deduction of such 
donations from income for tax purposes. 


Municipalities: giSupportiufrom municipalities iim the 
development of community hospital facilities has taken the 
form of special tax exemptions, direct lump-sum grants, 
payment of deficits, incurred im anortizing capital costes, 
or the guarantee of hospital bonds. Other communities lack- 
ing sufficient voluntary facilities have constructed 
Hospitals financed, from municipal tax funds. “Such municipal 
hospitals may be administered either by the general local 
government authority or by a special local authority set up 
for hospital purposes. 


The, problem of financing hospital construction has 
been. particularly diffi cujas dm cepansely seecttiled and dow 
income. red. Frew, rural, munketpelities have lansurfichentity 
large tax base to finance the constructiom and maintenance 
of <a, Dospditaly. » Aecordimeiliy, Isome tpriovinces', (particomlarly 
the Prairie Provinces, have authorized the formation of 
soechLeadl nospijted, diketrictert om thesdevelsopment cof facilities. 


Since 1945, under authority of the Manitoba Health 
services Act, any group of municipalities may organize a 
hoSspiirerls CisuerCoy, end frnance tc onstimict inom or Laci ties 
on sanction of 60 percent of the resident ratepayers or 
the whole area. The annual tax levy for capital purposes 
must be between 10 percent and 30 percent of the capital 
cost, and may not exceed 2 mills in any municipality. 
Hospital districie. numbered: Sirah 053% 


In Saskatchewan, legislative provision enabling 
LONNS .~ Val leeeces: smd rurads munmietpe litisswe Borm wrnicon 
hospitals districts dates back ito the yeam do. Tax 
Levies imposed by union hospital distriacge or municipal 
SuLnorities for hospital eapital purposes rengs from one: 15 
[wo Millis, with most districts Limited ©6 2 scapiteal denn 
Pequiring a tax Levy, not an excess, of two, mildis; per annum 
on the taxable assessment. There were 106 union hospital 
districts at the end of the year 1952. 


The municipal, Hospitals, Act, of, Alberta provides 
authority for the establishment. of hospital districts at 
theswrequest, of municipad. ratepayers, or, councids. ¢ District 
boards may develop schemes for prepaid "dollar a day" 
hospital care as well as for the construction of hospital 
facilities; two-thirds of the voting ratepayers must approve 
any partionlar schemes.) Mome, than 60 municipal hospital 
districts have been established. 


Provincial Governments: Provincial governments 
today play a major role in financing hospital capital costs. 
In earlier years, tax funds were used to construct pro- 
vincially owned mental hospitals and tuberculosis sanatoria. 
During the past ten years, however, all provinces have pro- 
vided capital grants for municipal and voluntary seneral and 
allied special hospitals. 


(I) Shea, Albert A., Corporate Giving in Canada, Clarke, 
Irwin and Company Limited, Canada, 1953, p.50. 
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The first province to introduce capital grants for 
approved construction projects was Saskatchewan in the year 
Lobb: grants were allocated on an equalization basis i the 
larger amounts per bed being given in low assessment areas. 
Ontario introduced capital grants in 197; these included 
$1,000 per bed in general hospitals not to exceed 25 percent 
of the total cost, and $2,000 per bed for chronic and con= 
valescent beds not to exceed 50 percent of the cost. The 
province of Quebec provided assistance through grants payable 
Over a number of years which could be used to pay interest 
and principal on hospital debentures. 


Since 198, all provinces have participated in the 
federal-provincial hospital construction grant program, 
under which provincial governments at least match federal 
grant contributions. - In various instances, provincial grants 
exceed the federal contribution. In Newfoundland, for example, 
the provincial government pays the balance of capital costs for 
provincially owned cottage hospitals. Ontario has continued 
the grants begun in 19l\7, has added special grants for 
psychiatric units in general hospitals, auxiliary services 
accommodation such as x-ray departments, nurses! residences 
and so on, and has made supplementary special capital grants 
to existing hospitals allocated on the basis of bed capacity. (1) 
British Columbia now pays up to 50 percent of the fixed 
capital cost, and one-third of the cost of movable equipment 
in new hospitals or new additions to hospitals. Other 
provinces, too, may make special grants for capital purposes. 


Hospitals in certain provinces with public hospital 
care plans obtain further provincial assistance in financing 
capital and interest costs. Both the Saskatchewan Hospital 
Services Plan and the British Columbia Hospital Insurance 
Service include depreciation allowances in their payments to 
hospitals for services rendered. 


Federal -Provincial Hospital Construction Grant 


It soon was apparent in the post-war period that the 
acute shortage of hospital accommodation had become a nation- 
wide problem. As part of the National Health Grant Program 


(1) Capital grants were available in Ontario in 195 as 
follows: 

(a) $1,000 per bed for active treatment beds, not 
exceeding 50 percent of costs; (b) $2,000 per bed for 
chronic or convalescent beds not exceeding 50 per- 
cent of cost; (c) one-third of cost oF construct ion 
or 50 percent of cost of alterations for Red Cross 
Hospitals; (d) $8,500 per bed for beds in psychiatric 
units of general hospitals having more than 200 beds; 
(e) $1,000 per bed for beds in nurses! residences not 
exceeding 50 percent of cost; (f) $1,000 per 300 
Square feet of Out-Patient Department or Auxiliary 
Services Accommodation including autopsy room, 
clinical laboratory, dispensary, x-ray department, 
occupational therapy department, physiotherapy 
department and space for community health services 
not exceeding 50 percent of the cost; (g) $300 per 
bed for buildings and equipment for all recognized 
beds in existing public’ hospitals. 
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introduced in 19,8 $13 million a year for a five year period 
was madé available for outright hospital construction grants 
to be distributed among the provinces on a, population basis. 
In 1953, the annual sum available for new ‘projects was reduced 


to $6,729,098. 


Under the terms of the Hospital Construction Grant 
the federal government may contribute up to $1,000 for the 
construction of each approved active treatment bed, and 
$1,500 for each chronic or convalescent bed, including beds 
Lor eeabercwlosis ior auenbaliy 111 patients. In addition, 
$1,000 may be paid for every three new bassinets, for each 
300 square feet of interior floor space of a community 
health centre up to a maximum of 500 square feet, and for 
each 300 square feet of a combined public health-and 
Clinical laboratory up to a maximum of 25,000 square feet; 
also ¢500 per bed may be paid for each bed in a new nurses 
quamuers:..In.each instance, the tederal erant may not 
exeecea one toirdws.oft the total,eost of tT he. construcuion -oro- 
Jeeuy ane -bir reall cases whe province ie .requirned olay least 
matchethe federal -crant. 


During the first seven years of the program, about 
$80 million were made available by the federal government. 
Amounts actually expended during this period totalled 
approximately $5.2 million or 66 percent of the amount 
available. Percentages spent by province varied from 55.8 
percent in Newfoundland to 79. percent in Alberta b) 


(1) Based on data supplied by health grants Administration, 
Department of National Health and Welfare. 


SEPA. ck 


10. Financing Hospital Operating Costs 


As is well known, the cost “of nospival care: Was ni 
creased greatly in recent years. By 1953, the combined net 
operating expenditure of all types of hospitals in Canada 
approximated $400 million. These hospital operating costs 
are financed mainly by payments received from patients, them- 
selves, by payments on behalf of patients through voluntary 
prepayment plans, by government prepayment plans and govern- 
ment. agencies deftraying costs Tor Bpecifie wroups ol pauvrente, 
and by government maintenance grants. The relative importance 
of these income sourcés varies greatly for different classes 
of hospitals and in different provinces. 


Hospital Expenditures 


General and allied special hospitals comprise the 
largest expenditure group, and have higher costs per patient 
day than other classes of hospitals. Table 35 below shows 
that net operating expenditures by general and allied 
special hospitals totalled #273 million in 1953; by mental 
hospitals $57 million; by tuberculosis sanatoria $32 million; 
and by federal hospitals #40 million. The average cost per 
patient day_was $11.95 for public general and grlied special 
hospitals(l); $6.25 for tuberculosis sanatoria; and $2.70 
for mental hospitals - as shown in Table 36. 


Since 1946, the rise in operating expenditures of 
public general and allied special hospitals has been 
extraordinary. Table 37 shows that the average per diem 
cost jumped from $5.16 per day in 1946 to $11.29 in 1953(2) - 
an increase of 119 per cent. The main causative factor has 
been price inflation. Like all other segments of the 
national economy, hospitals have been forced each year to 
spend increasingly large sums of money to obtain the same 
goods and services. In addition, however, as pointed out in 
previous sections, there has been tremendous expansion of 
special facilities and specialized personnel enabling better 
diagnosis and treatment at higher cost. 


Of the various items that comprise the operating 
costs of hospitals, wages and salaries is the most 
Significant. Table 38 shows that in 1952, salaries and 
wages made up 55 per cent of the gross operating expenditure 


of public general hospitals. Other major items were dietary 
supplies - 15 per cent, medical supplies - 9 per cent and 
plant operation and maintenance - 6 per cent. 


Wide variations in the average cost per patient day 
may be observed among the provinces. In 1953, the per diem 
cost of public general and special hospitals averaged $7.87 
in.Prince Edward Island and $14.14 in British Columbia. It 
is interesting to note that salaries and wages comprised 32 
per cent of gross expenditures in Prince Edward Island and 
62 per cent of gross expenditures in British Columbia. In 
addition to wage and price differentials, other factors artecting 
provincial variations in cost per patient day are average size 
of hospitals, standards of hospital care, scope of service 
provided, and the occupancy rate. 


Hospital Income 


Methods of financing hospital care have altered signif= 
icantly during the past decade in Canada. In earlier years the 
bulk of hospital revenues were derived from paying patients, 
while assistance for the care of indigents came from municipalities 


(1) Based on patient days of adults and children. 


(2) Excludes chronic hospitals. Based on patient days of 
adults, children and newborns. 
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and philanthropic sources. As hospital care became increasingly 
expensive, new methods of financing became essential to ease the 
burden on individual patients awd the municipalities. Various 
voluntary prepayment schemes were devised, four provincial 
governments developed public prepayment plans and all provinces 
increased their assistance to hospitals for the care of special 
Sproups, including indigents. 


; “The relative importance of government payments differs 
greatly among general and allied special hospitals, mental hos- 
pitals and tuberculosis sanatoria. While paying patients and 
voluntary plans contribute the major portion of general and 
allied special hospital income, these sources are of minor signif- 
icance for tuberculosis sanatoria and mental hospitals. In 1954, 
federal. provincial and municipal governments contributed 88 per 
cent of the operating revenue of non-federal tuberculosis san- 
atoria and 81 per cent of the revenue of mental hospitals. 


The distribution of the estimated total income of non-federal 
general and ‘allied special hospitals (including private hospitals) 
by source in 19535 is shown below in Tables 39 and 40. Despite the 
growth of voluntary and government prepayment plans, almost $100 
million or nearly 40 per coat of total income was paid directly to 
the hospitals by patients. (1) About one-third of this income from 
patients was in Quebec$; about one-third in Ontario; and about one- 
third in all the other provinces. The percentage of income from 
paying patients varied from 56 per cent in Quebec and 51 per cent 
in Prince Edward Island to 16 per cent in Saskatchewan and 15 per 
eent in Newfoundland. 


The growth of voluntary prepayment plans (2) offering hospital 
service benefits through contractual arrangements with hospitals 
has helped to stabilize hospital finances. Many patients who 
Sould not Have-paid the full costs of hospitalization trom thear 
Own resources now meet a large part of these costs through prepaid 
wrevectaon, ~In “1955, about $56) million or 22) per cent ef Total 
hospital income was derived from Blue Cross and other insurance 
organizations; the proportion would probably reach about 25 per 
cent if commercial insurance "indemnification" payments to in - 
dividuals were included. Voluntary prepayment plan payments were 
relatively most significant in Ontario - 37 per cent and Manitoba - 
52 percent, followed closely by the three Maritime provinces. 


The role of government in hospital financing is most exten- 
Sive in the four provinces which have introduced public hospital 
care schemes. In 1953, the provincial government provided an 
estimated 77 per cent of the income of all public and private 
general and allied special hospitals in Saskatchewan. Equivalent 
previncial payments in other provinces accounted for 72 per cent 
of hospital income in Newfoundland; 64 per cent in British Columbia; 
and 39 per cent in Alberta where the municipalities also contrib- 
uted 11 per cent. (3) 


(1) These figures include payments by patients covered by com- 
mercial insurance “indemnification" plans which reimburse 
the individual rather than the hospital. Insurance company 
payments, part of which went to individuals, totalled about 
$23 million in 1953. 

(2) For a description of these plans see Voluntary Medical and 
Hospital Insurance in Canada, Dept. of N.H.&W., Research 
Division, General Series, Memo., No. 9, 1955. 

(3) For detailed information on public plans see Selected Public 
Hospital and Medical Plans in Canada, Dept. of N.H.&W., 
Research Division, Social Security Series, Memo. No. 15, 1955. 
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In the other six provinces, government contributions may 
be made on behalf of certain patients such as poliomyelitis 
cases,.to assist in meeting the cost of indigent care, or to 
offset hospital deficins., Contributions by all vevelsy or 
government in these provinces varied from 19 to 26 per cent of 
total income in 1953. Provincial governments were the largest 
source of income, although the municipalities made Significant 
contributions in New Brunswick, Nova Scotia, Ontario and 
Manitoba. Hospital maintenance grants by governments are 
discussed in detail in the following pages. 


Hospital Maintenance Grants 


Government statutory grants for hospital maintenance 
and payments on behalf of indigent patients are designed to 
assist hospitals in meeting their operating expenses. It is 
generally recognized, however, that despite government 
assistance, hospitals lose money in providing hospital care 
to indigents as well as to other public ward patients. Thus, 
rate structures have been developed so that public ward rates 
are usually lower than actual cost, while private room rates 
and charges for special services such as laboratory and 
X-ray procedures are usually well above the actual cOosts$ 
generally speaking, the hospital usually breaks even on the 
semi-private patient. In this way, the provision of funds 
for the care of public ward patients may be borne partially 
by the private ward patient and the patient requiring extra 
services. 


Provisions for government financial assistance vary 
considerably between the provinces. In most provinces, 
municipalities are required to pay for the hospital treat- 
ment of resident indigents at minimum rates set by the pro- 
vince. However, in British Columbia, municipalities make a 
small per diem grant based on all hospitalized residents, 
In Newfoundland and to a lesser extent in Saskatchewan, the 
local areas are almost entirely relieved of the burden of 
indigent care, while in New Brunswick and Prince Edward 
Island municipal support is partly optional. 


Provincial maintenance payments are linked with public 
prepaid hospital care schemes in four provinces. Saskatchewan 
pays the full cost of basic hospital services for beneficiaries 
under a compulsory province-wide contributory hospital insurance 
scheme. In British Columbia, the province pays most of the 
cost of a province-wide hospital care plan, although patients 
contribute one dollar per patient day. Alberta subsidizes 
local hospital care programs providing prepaid care on a 
dollar a day basis, while Newfoundland operates a cottage hos - 
pital insurance plan in rural areas, 


Statutory grants on behalf of all patients in recognized 
hospitals are paid by the provinces of British Columbia, Alberta, 
New Brunswick, Nova Scotia and Prince Edward Island. Grants 
for all public ward patients are made by Manitoba and Ontario. 
Quebec and Newfoundland make payments only on behalf of 
indigents, while Manitoba makes a Special extra grant for 
indigents. Further details on provincial and municipal hospital 
grants are presented below by province. 


Newfoundland. The province of Newfoundland makes payments 
to certain recognized hospitals on behalf of indigents under 
treatment at rates fixed by the province. In cottage hospital 
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districts, the provinces pays the balance of the Gost of 
hospital operation not covered by the prepaid contributions 
of “bemerictarics. invaddition, thé operatine déricaiteof the 
provincially owned St. John's General Hospital is paid by 
the province. 


Prince Kdward Island. The province of Prince Edward 
Island makes per diem payments on behalf of all patients 
incluging newhborns To alilehospitels in the provinces ated rate 
of one dollar per patient day. The rate of payment was 75 
cents per day from 1948 to 1953, and 50 cents per day before 
I9e8. In addition, small flat grants aré made by the 
municipalities of Charlottetown and Summerside to hospitals 
located within their boundaries. 


Nova Scotia. The Provincial Government of Nova 
ecOula makes a per diem “grant for all patients in recognized 
hospitals, including néwborns, pays the operating deficit of 
them provineially owned Victoria General Hospital and=also 
pays for indigent patients who are not legally recognized 
ee, Bevo Sent léemen® in-dnyomunietipality,s Since 1946,° the 
perescilen grant FO recognized Hospitals hasebeeneatee rave of 
Soeeeuus: per Gay (Por vilie rire. S000Upattiens daystgnd ts02eents 
per patient day thereafter; before 1948 the rate was 50 cents 
POrmuae Tirst SOOOSdaySs amd. 20) Cents for Sach addi tional day. 
The maximum provincial payment for indigents without 
residence in A minicipality was’ set avwipo per patient day in 
1954; previous rates were $6 a day from 1952 to 1954, $4 a 
day between 1949 and 1952, and $3 a day prior to that time. 


Additional support for general hospitals comes from 
municipalities. Some hospitals are opérated by a branch of 
local government; others have “an annual operating “cdeticis 
Suerantesd by the Lown Of Wunieipaliny;, while oLrhérs receive 
only the minimum municipal grant of $500 required to qualify 
them 2S a public pnieospivad, “im addition, “however, “each 
MUnTCI pPasityA is \lieabke for: the nospitalization~ of "indi gents 
having legal settlement at the same “Yate as the provineial 
rate for tdudipents. This rate may net exceed the average 
per diem cost of hospital care, or in any case $9 per day 
from Janvuery 15-1955. 


New Brunswick. Since 1952, the province of New 
Brunswick has made a Brant to-public hospitals at a rave or 
oO Cents fer Gach patient day Gor sali pavients -brearved yin 
the hospital. Prior to this time, payment had been made at 
a ratewor SO centerper patient: day wo boa total payment of 
$1500 to a hospital and thereafter at a rate of 20 cents per 
patzént day, ‘The province makes no special payments fer 
indigents without legal residence in a municipality. 


The elective hospitalization of resident indigents 
tea matter cf municipal diseretion although when the 
medically indigent are admitted as emergencies certified by 
a physician, it is mandatory for the parish of settlement 
to pay the account. Also, wherever non-resident indigent 
patients are hospitalized in a local hospital, the 
municipality of residence is required to pay the cost of 
treatment. Various arrangements exist between municipalities 
and local hospitals for the treatment of local indigents. 
Some municipalities make arrangements for payment based on 
the per diem cost as determined from audited financial state- 
ments; some municipalities make token charity payments of 
#500 per annum; some pay bond interest on behalf of the Locat 
hospital while others provide no support whatever for 
indigent patients. . 


1) For a description of the Newfoundland Cottage Hospital Scheme 
see Selected Public Hospital and Medical Plans in Canada, 


Dept. of N.H.&W., Research Division, Memo. No. 15, Social 
Security Series, 1955. 
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Quebec. Under the Quebec Public Charities Act, 
there is a three-way division of the costs of hospitaliza-— 
tion of indigents between the province, the municipality of 
residence and the hospital. Hospitals in the province are 
divided into a large number of special groups, and grants 
to hospitals are based on a sliding scale according to the 
care provided for patients. Prior to’ 1952, the province, 
the municipality of residence and the hospital each assumed 
one-third of the indigent rate set for each class of 
hospital by the provinee. Sinee 1958, ‘the municipal \con- 
tribution in rural municipalities has been reduced to 15 
per cent of the hospital rate while the province pays 52 
per cent of the rate; cities and towns continue to pay 
one-third of the indigent rate. 


General hospitals are classified in three grades with 
provincial-municipal payments varying from $4 to $7.50 per 
patient day in 1955. The payment for convalescent hospitals 
is $2.50 per day for the first 50 days of treatment and #2 
for the next 50 days. Incurables requiring medical treatment 
are paid for at a rate of $4 per day while other chronic 
invalids are paid for according to a rate of $1.80 per day. 
Other special payments include $4 per day up to 20 days for 
maternity hospitals; $1.50 per day for newborns; 40 cents a 
day for children in nurseries; $1.54 per day for crippled 
children; $5.50 a day for communicable disease hospitals and 
in-certain other special hospitals $6.50 per day for>thesfirst 
60 days, $5.50 for the next 60 days and $4 after 120 days. 


Ontario. In Ontario, provincial maintenance grants 
are paid to recognized public hospitals on the basis of a 
complex formula devised to extend a measure of assistance to 
all public ward patients. 


Public hospitals are divided into 7 groups (Class A 
to Class G) established on the basis of a cost study of 
public ward patient care made in 1943. The average per diem 
cost of public ward patient care in 1943 for each group was 
determined, and an amount was established for each group as 
the statutory minimum per diem payment by each municipality 
for its indigent patients. The 1943 statutory municipal per 
diem rate for indigents varied between $1.50 and g2.e5 per 
patient day depending upon the class of hospitals; these 
municipal rates: were somewhat greater than 50 per cent of 
the average per diem cost for public ward patients. 


The provincial grant formula adopted in 1947 bases 
grants on the government - recognized public ward bed 
capacity in relation to the government - recognized bed 
capacity of the entire hospital, with the public ward bed 
figure adjusted to the actual occupancy level in the public 
ward. Thus, the ratio of public ward capacity to total bed 
capacity is multiplied by the percentage occupancy of the 
public ward, and the resulting ratio is applied to the 
difference between the public ward per diem cost in 19435 and 
the municipal per diem payment for 1943 mentioned above. 
This calculation establishes the basic hospital per diem 
grant which is payable by the province, 


Because of increasing per diem costs, hospitals 
are now paid an amount which is calculated by multiplying 
the (l9eteerant by 26554 “Inathe exee ef Yeu hospitals or 
existing hospitals which have increased or decreased the 
number of beds, the grant is computed by applying the 
percentage of 235 to the grant which the hospital would 
have received in 1947, Although the amounts of provinenel 
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grants are calculated as described above they are not per- 
mitted to exceed maximum limits set by the government for 
each hospital group. These basic maximum limits as 
originally established varied from 60 cents to $1.00 per day, 
but were increased by 235 per cent in 1948 in an effort to 
Meeu rising Hoe ps Daw costs. 


From 1950 to 1953 the province paid a special bonus 
maintenance grant to all hospitals operating under the 
Public Hospitals Act, which comprised about 25 per cent of 
tie regular maimvenancte granv. “in “O53, «i special yshabstlita- 
tion grant was distributed on the basis of $100 per bed for 
beds not previously assisted by capital grants, and $400 per 
bed in relation tobeds on which no capital grant had ever 
been paid; this grant was distributed to public hospitals on 
the basis of $300 per bed in 1984. Additional "spéctal 
praues etfective since 195r anelaidée. 30 cents er visis For 
medically indigent patients attending organized outpatient 
departments, 40 cents per day for newborns of indigent 
mothers, and $1.40 per day for each public ward patient day 
ii seoolLau ron Nospitalsn 


The few hospitals not covered by the grant program 
eontinue toreceive provincial assistance’ on the basis 
formerly in effect, whereby the province made grants for 
indigent patients at the rate of 75 cents per day up to 60 
days, and 50 cents daily thereafter. In the case of 
indigent patients from unorganized territory, the province 
makes additional payments comparable to those made by 
Municipalities for thetr restdents . 


Although the statutory municipal minimum per diem 
grants for resident indigents for the year 1943 are used in 
calculating provincial grants, municipal rates have been 
increased three times in 1948, 1951 and 1954. Current 
rates vary from $3.75 to $6.00 per day depending upon the 
class of hospital. Some municipalities also pay the operating 
Gerteits "or Vocal hospitals, 


Manitoba. The province of Manitoba makes various 
statutory per diem grants to public hospitals. One dollar 
per patient day is paid on behalf of all public ward 
patients who are adults and. ¢nileremy and s0“cenus per 
patient day is-paid’on beHalP Vor newborns f° lhe rave “ror 
adultes and childrén was “75 cénts “per “day ‘from L949 to 1951, 
ana 50 -Gerits pér day before "that Wimte; while vhe rate i or 
newborns was 25 cents before 1949. Provincial payment on 
behalf of any patient is limited to three consecutive months 
in a year unless the written approval of the Minister of 
Health is secured for an extension. 


Since 1949, the provinces has also paid a special 
grant not exceeding a total of $75,000 per annum to be 
divided among hospitals providing teaching facilities for 
the training of medical students. The province also pays 
for the hospitalization of indigents from unorganized 
territory at municipal indigent rates mentioned below. In 
addition, since 1949 the province has made a special grant 
of 25 cents per patient day on behalf of indizents whether 
they are the responsibility of the municipality or the 
province; this special indigent grant was increased to 50 
eents in 1952. 


Municipalities are liable for the payment of public 
ward hospital accounts of resident indigents. In 1948, the 
municipal indigent payment was set as the average cost of 
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public ward care in the hospital for the preceding year, 
provided the sum did not exceed #2 per day for adults and 
children and $1 a day for newborns. In 1949, the municipal 
limit was increased to $3 per day for adults and children, 
and in 1951, it was again increased to $4.75 per day for 
teaching hospitals, and $4 a day for other hospitals for 
adults and children. Municipalities are also required 
after three weeks notice from the hospital to pay $2 per 
patient -day for the care of indigent incurables and cases 
unsuitable for hospital treatment as long as they remain in 
hospital. This rate was increased to $4 per day in 1950, 
and $6 per day in 1952. 


saskatchewan. General hospital care is provided for 
all residents of Saskatchewan through a system of hosp Lie... 
care insurance which has been in effect since January l, 
1947. All payments to hospitals under the Plan are made by 
the province, although municipalities may pay annual 
insurance premiums on behalf of local relief recipients, (1} 


Alberta. In Alberta, the province provides free 
hospitalization for maternity and free hospitalization for 
public assistance recipients under special schemes. In 
addition, the province subsidizes local hospital care pro- 
grams through which prepaid hospital services are made avail- 
able ona “dollar a day": basis.\1) Aside from payments made 
to hospitals on behalf of patients covered by the various 
public hospitalization schemes, the province makes a grant 
of 70 cents per patient day to approved wjhospitals for all 
resident patients in those hospitals, up to 90 days per 
patient, and indefinitely thereafter if further hospitaliza- 
tion is required. Municipalities do not make statutory 
grants for all patients, but pay the public ward charge and 
extras for indigent residents up to a statutory maximum set 
at $400 per year for any one person in 1952. The statutory 
limit was $300 from 1949 to 1952, and $200 before that time. 
Bach municipality is reimbursed by the Department of Public 
Welfare for 60 per cent of the cost of indigent care based 
on a flat per diem rate. 


British Columbia. Under the British Columbia 
Hospital Insurance Service, the province pays the..cost of 
public ward care for beneficiaries of the Pian, ub tect to a 
"dollar a day charge to the patient, Provincial payments 
include the former Statutory provincial grant of 70 cents 
per patient day. Municipalities no longer make direct pay- 
ments to hospitals, but the Statutory municipal grant of 70 cents 
per patient day for each resident patient is paid directly to 
the British Columbia Hospital Insurance Service.(1) 


(1) For a description of public hospital plans in Saskatchewan, 
Alberta and British Columbia, see Selected Public Hospital 
and Medical Plans in Canada, Dept. of N.H.&W., Research 
Division, Memo. No. 15, Social Security Series, 1955, 


IV22956 


dd 


sl 
75 


ale 
< 


PUBLICATIONS IN THE SOCIAL SECURITY 
AND THE GENERAL SERIES 


Research Division, 


Department of National Health and Welfare 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Memorandum 


Noe 


Ni@re 


No. 


ING 


No. 


No. 


No. 


Nos 


No. 


NO. 


No. 


NO 


No. 


No. 


No. 


GENERAL SERIES 


No. 


No. 


te 


dit 


lées 


135. 


14. 


15. 


SOCIAL SECURITY SERIES 


Mothers' Allowances Legislation in 
Canada. lst ed. May 1949, 2nd ed. 


vanuary,) L955, 85 pp. 


Old Age Income Security in New 
ZAcaands, March 1950... 41 pp. 


Old Age Income Security in Australia. 
Pigeon tp O. Sl pp. 


Old Age Income Security in Great 
bripeacne March. 950s) 84. pps 


Old Age Income Security in the United 
poateche ) Mazteh 1950: maine 


Old Age Income Security in Selected 
Bhuropean Countries. (Denmark, France, 
Sweden, Switzerland). March 1950. 

Bo Dp 


social Security in Australia. 


Health Insurance in New Zealand. 
Oe Obem.H SOO Sesto p. 


Health Insurance in Denmark. 
(Revised) March 1952. 67 pp. 
Health Insurance in Sweden. January 
1952. (© Ben 


Health Insurance in Great Britain, 
1911-468, Maren Vee. 163 pp. 
Health Insurance in Norway. Hst. 
60 pPpe 


Health Insurance in the Netherlands. 
st. “So Ops 


Government Expenditures and Related 
Data on Health and Social Welfare 


4,04 7a cD Obs Oe Onet ede) Oune/deo>. 
84 pp. 


Selected Public Hospital and Medical 
Care Plans in Canada. July 1955.109pp. 


Survey of Dentists in Canada. end ed., 


January 1949, 45 pp. 


Survey of Physicians in Canadae 
3rd ed., Sept. 1948, 4th ed., Sept. 


1049, bth ed.,. dune Losi, Sth ed. 
Kori l Iso, oo pp. 


* Memorandum Wo. 3. Survey of Welfare Positions: Report 
Nort) W954, 9 Mee pp. and. appendices: 


* Memorandum No. 4. Voluntary Medical Care Insurance: 
A Study of Non-frorit Plans” ia 


Ganada, Apritk 1054, .200 spp. 


+ Memorandum No. bo. <A Study of the Functions and 


Actiwitee sof Head Nurses sited 
General Hospital. May 1954, 1940 pp. 


al 
a5 


Memorandum No. 6. Mental Health Services in Canada, 
July 1954, 207 pp. 


Memorandum No. 7. Changes and Developments in Child 


Welfare Services in Ganada, 1949- 
1953. O¢tober b7oa, 3a op. 
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